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Victims of trauma are likely to experience diverse social, psychological, and
physical problems, but very little is known about how these experiences impact
Vocational Rehabilitation employment outcomes and other aspects of life. This research
provides detailed experiences of the impact of trauma on the lives of three young adult
African American women with disabilities who live in one of the poorest states in the
southern part of the country. Each participant shared their experiences of trauma and the
onset of impairment early in their adult lives and the impact that it had on their
employment and other aspects of life. Trauma that participants endured had a significant
impact on their lives, and they experienced life after the trauma very differently than
before the trauma. Their impact of trauma was categorized into 5 key experiences which
shaped their experiences of life following the trauma. These 5 key experiences were
concluded as final themes and included 4 additional subthemes for 2 of the major themes.
The impact of trauma was expressed in terms of (a) unfavorable physical condition and
pain; (b) concerns regarding employers and service providers, accommodations and
accessibility, compromised immune system, and disability benefits; (c) lack of

confidence surrounding employment; (d) loss of independence, leisure and social
participation, relationships, and employment; and (e) new perspective in terms of attitude.
Findings in this research offered insight about how experiences of trauma affect
employment, health, social participation, and leisure, and other aspects of life. Practical
propositions about how to better meet the needs of this group in the rehabilitation process
were provided. Ensuring necessary supports, including knowledgeable employers and
service providers, allow African American women with disabilities to minimize loss and
concerns, increase confidence, and encourage social participation leisure, employment,
good overall health, and wellbeing. Failing to address these existing experiences may
result in continued disproportionately harsh employment, economic, and health
consequences for African American women with disabilities including a lack of
opportunity for financial stability, self-sufficiency, sustainment of mental and physical
health, and overall better quality of life.
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INTRODUCTION
For decades inequities and disparities have been acknowledged in vocational
rehabilitation (VR) acceptance rates and successful closure rates for African Americans
and other minority individuals compared to European Americans (Atkins & Wright,
1980; Capella, 2002; Jones, 2008; Olney & Kennedy, 2002; Rehabilitation Act
Amendments, 1992; Rosenthal, Chan, Wong, Kundu, & Dutta, 2005; Wilson, 2000,
2002). For instance, compared to European Americans, African Americans were more
likely to be rejected and found ineligible for VR services and were less likely
rehabilitated if they were accepted or made eligible for services (Atkins & Wright, 1980).
In this study of inequities in the VR system, Atkins and Wright (1980) concluded that it
was unclear whether the underlying problem for African Americans was racial
membership or other associated disadvantages. In a later study, Feist-Price (1995) found
that not only were African Americans less often closed to competitive employment, but
they were also likely to earn significantly less than their European American
counterparts. Years later, Olney and Kennedy’s (2002) study also revealed large VR
outcome disparities among individuals from diverse cultural and ethnic populations.
European American VR recipients had the highest competitive employment rates and
were most likely to be competitively employed (60%) compared to all of the other races
in their study including Hispanics (47%), non-Hispanic Blacks (42%), and other racial
1

and ethnic minorities (56%). In this study African American VR recipients were placed
in noncompetitive employment more often than any other racial group. Concisely, the
study indicated that European Americans were more successful in competitive
employment, but no explanation or assumptions were presented regarding this disparity.
Likewise, Capella (2002) pointed out a similar pattern as the previous studies in which
the odds of an European American that was severely disabled being accepted for VR
services was 1.5 times greater than an African American of the same gender, age, and
education level. Similar results were noted by Capella (2002) in that the odds of
European Americans having successful closures compared to African Americans and
other minorities were larger. More recently, Dutta, Gervey, Chan, Chou, and Ditchman
(2008) established that after receiving VR, African Americans with sensory impairments
had a 20% lower chance of finding successful employment than European Americans.
While there are some contradictory research findings (Bolton & Cooper, 1980; Wilson,
1999, 2000; Wilson, Alston, Harley, & Mitchell, 2002), most research supported the
findings of VR outcome disparities in favor of European Americans.
Significant gender differences have also been evident in the VR system with more
women earning significantly less than men, and closed into low paying jobs, or having
low quality closures, or non-competitive employment (Bounds, Schopp, Johnston, Unger,
& Goldman, 2003; Capella, 2002; Danek & Lawrence, 1985; Menz, Hansen, Smith,
Brown, Ford, & McCrowey, 1989; Mwachofi, 2009). According to the Office of
Disability Employment Policy (n.d.), men with disabilities are twice as likely to have jobs
as women with disabilities; and men are more likely to be employed full time. Women
with disabilities are significantly poorer than men with disabilities and receive
2

considerably lower wages than men (Office of Disability Employment Policy, n.d.).
Considering this indifference among females and the previously noted inequities and
disparities among ethnic minorities (including African Americans) in the VR system, the
overall quality of life experienced by African American women in this position can be
less satisfying than other populations with disabilities.
Different types of research as indicated above, varying in time and nature
continue to reiterate the disparities in VR outcomes among African American and other
ethnic minority VR clients without exploring contributing factors to the disparities. So
the question remains: why are some people successful in obtaining employment while
others tend to have a more problematic process?
Many studies have explored the relationship between individual demographic
characteristics (i.e. gender, race, age, education, type of disability, etc.) and VR outcome.
Research has produced mixed results; but in most studies age, education, race, and gender
have been dominant factors in predicting employment outcomes (Berry, 2000; Catalano,
Pereira, Wu, Ho, & Chan, 2006; Ipsen, 2006; MacDonald-Wilson, Rogers, Ellison, &
Lyass, 2003; Olney & Kennedy, 2002). Age has been a significant factor in employment
outcome research with younger age having higher rates of successful employment
outcomes (Ipsen, 2006). Education level has also been positively correlated with
successful employment outcomes among persons with disabilities (MacDonald-Wilson et
al., 2003; Marinia, Lee, Chan, Chapin, & Romero, 2008; Rogers, Crystal, & Bishop,
2005). Likewise, race and gender have been dominant variables in which most studies
indicate that White males have the most successful employment outcomes compared to
non-Whites (Capella, 2002; Dutta et al., 2008; Olney & Kennedy, 2002; Rosenthal et al.,
3

2005; Wilson, 2000, 2002) and females (Bounds et al., 2003; Capella, 2002; Danek &
Lawrence, 1985; Menz et al., 1989; Mwachofi, 2009).
It can be speculated that societal issues such as racism, discrimination, and
negative stereotypes are contributors to disparities for this specific group. However,
research is almost non-existent in addressing those issues. Consequently, a more focused
investigation beyond the typical client demographic variables should be explored;
specifically, a variable that may possibly contribute to disparities in VR employment
outcomes, but may not be as evident. Trauma, for instance, a hidden characteristic
prevalent among individuals with disabilities has damaging effects on the way one
experiences life. Yet, trauma is understudied among this population. Victims of trauma
are likely to experience diverse social, psychological, and physical problems. It is
possible that trauma and its effects may impact one’s motivation and ability to work or
become employed, thus interfering with one’s ability to engage in the rehabilitation
process and achieve vocational goals. Therefore, the intent of this research was to focus
on trauma and understanding the intersection of trauma and disparities in VR
employment outcomes. Specifically, this research sought to understand how experiences
of trauma (from natural disasters, accidents, violence, abuse, disability, death, and life
stress) impact VR employment outcome for African American female VR clients. Based
on the findings of this research, information for improved rehabilitation services and
necessary interventions for individuals with disabilities, particularly with trauma
experiences is warranted.
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Conceptual Framework for the Study
Life Experiences of African American Women
Research has shown that African American women with disabilities are worse off
economically, less likely to be employed, have lower average education levels, and are
less likely to receive appropriate health care compared to African American men with
disabilities and European men and women with disabilities (Belgrave & Jarama, 2000;
Hanna & Rogovsky, 1992; MacRae, 2005). Although more African American women
with disabilities are obtaining degrees and are becoming more educated, their experiences
are unique in that they face significant hardship being female, Black, and disabled
(Nabors & Pettee, 2003). Accordingly, it is assumed that these women experience life
significantly different from other populations due to the discrimination and oppressive
existence that they face as a result of being female in a male dominated society, being
disabled in a world that places high worth on able-ism (Nabors & Pettee, 2003), and
being members of the less valued ethnic group (Gibbs & Fuery, 1994; Holcomb-McCoy,
2005). The effects from the life experiences that African American women have endured
have been detrimental, and according to Black feminist theory are important aspects of
psychological distress (Hill-Collins, 1990). Consequently, reaching their full potential
and having a sense of control over their lives have been impeded for many African
American women (Nabors & Pettee, 2003).
Other life experiences that African American women endure such as exposure to
multiple forms of trauma, distress, and oppressions (Bryant-Davis & Ocampo, 2005)
render them more vulnerable to intimate partner abuse and sexual assault, persistent
poverty, high rates of unemployment, community violence, limited resources, and
5

financial strain (Abbey, Jacques-Tiura, & Parkhill, 2009; Taft, Bryant-Davis, Woodward,
Tillman, & Torres, 2009). At the very least, enduring minimal effects of these issues are
likely to negatively impact their workforce participation and the likelihood of a
successful rehabilitation outcome. For instance, women with the aforementioned
experiences may not be able to keep appointments or interviews; and they may seem
uninterested in employment and VR processes due to being distracted by seemingly more
pressing issues such as poor health, stress, or personal safety. Lacking knowledge and
empathy for the experiences of this population could result in insufficient service
provision.
Negative Impact of Trauma for Women with Disabilities
One example of the likelihood of trauma negatively impacting VR employment
outcome is found in Powers, Curry, Oschwald, Maley, Eckels, and Saxton (2002).
Powers et al. (2002) explored abuse by personal assistance service providers (a form of
interpersonal violence) in a community sample of 200 women from independent living
centers and disability service agencies. Of the 200 women surveyed, 30% of them
reported that abuse by personal assistance service providers kept them from obtaining or
maintaining employment and 61% replied that this abuse stood in the way of independent
living. Although concrete examples were not presented regarding how abuse from
personal assistance service providers hindered employment, it is reasonable to believe
that this abuse may have impacted these women in similar ways abuse would impact any
woman without a disability. Another concern in this study was that 64% of the 200
women reported that interpersonal violence kept them from caring for their health. The
inability to care for one’s health can lead to poor physical and emotional conditions, and
6

other major life issues that can have a distinct impact on employment. Likewise, Smith
and Strauser (2008) and Fitzsimons (2010) also suggested that experiencing traumas such
as interpersonal violence, and physical and sexual abuse can negatively impact
employment and a client’s ability to achieve vocational goals. It was also suggested that
rehabilitation professionals be proactive in addressing this problem for people with
disabilities (Fitzsimons, 2010).
Heightened Experiences of Trauma for Women with disabilities
Women with disabilities may be at a greater risk of trauma, and may experience
higher rates of abuse, violence, and trauma when compared to non-disabled women
(Brownridge, 2006; Hassouneh-Phillips & Curry, 2002; Martin et al., 2006; Powers et al.,
2002; Smith, 2008). Further, multiple forms of violence (Martin et al., 2006; Nosek et
al., 2004), and longer duration of violence (Nosek et al., 2004) has been shown to be
prevalent among women with disabilities. This idea was supported in a bureau of justice
statistics special report (Harrell & Rand, 2010) in which nearly 730,000 persons with
disabilities experienced a violent crime (i.e. rape, sexual assault, robbery) in 2008, but
women with disabilities experienced violent crimes more often than males with
disabilities and all persons without a disability. Brownridge (2006) also found that
women with disabilities had a 40% greater chance of experiencing intimate partner
violence in the five years prior to his study compared to women without disabilities and
that women with disabilities were at risk for more severe forms of violence. Similar
results were noted in Martin et al. (2006) in which they discovered that women with
disabilities were four times more likely to have experienced sexual assault in the past
year than nondisabled women. However, the occurrence of physical assault was similar
7

among women with disabilities and women without disabilities and among White and
non-White race.
Nosek et al. (2004) reported that rates of physical, sexual, and emotional abuse
was equally high (52%) in both women with disabilities and women without disabilities.
However, women with disabilities reported more perpetrators than women without
disabilities and were more likely to report increased severity of abuse, including a
combination of multiple incidents, multiple perpetrators, and longer durations. Women
with disabilities were also more likely to experience abuse by attendants, strangers, and
health care providers, most of whom are essential to their independence. These results
were consistent with other research investigating the abuse of women with disabilities
(Hassouneh-Phillips & Curry, 2002).
Experiencing trauma or a traumatic event can be especially problematic for an
individual’s employment and rehabilitation outlook. Trauma and the experiences of such
can overwhelm a person’s problems solving capability and cause emotional states of
helplessness, extreme confusion, and insecurity (Briere & Scott, 2006). According to the
National Center for Trauma-Informed Care, a technical assistance center dedicated to
building awareness of trauma-informed care and promoting the implementation of trauma
informed practices in programs and services,
Traumatic experiences can be dehumanizing, shocking or terrifying, singular or
multiple compounding events over time, and often include betrayal of a trusted
person or institution and a loss of safety. Trauma can result from experiences of
violence. Trauma includes physical, sexual and institutional abuse, neglect,
intergenerational trauma, and disasters that induce powerlessness, fear, recurrent
8

hopelessness, and a constant state of alert. Trauma impacts one's spirituality and
relationships with self, others, communities and environment, often resulting in
recurring feelings of shame, guilt, rage, isolation, and disconnection (para.2).
One would presume that any group of people would tend to be more pessimistic as a
result of any experience of trauma, given the negative physical and psychological health
outcomes, the adverse health behaviors (Dailey, Humphreys, Rankin, & Lee, 2011), the
aversive effects on vocational behavior, and vulnerabilities to an overall lower quality of
life. It could also be assumed that these issues would be exacerbated for persons with
disabilities (Foster & Sandel, 2010); in particular African American women being an
already economically oppressed and disadvantaged group in VR. Accordingly,
consideration should be given to the conditions of these women, being marginalized prior
to the trauma.
Recognizing the adverse consequences that trauma has on a person’s life; the
vulnerability and high incidence of trauma for African Americans; the greater risk of
trauma for women with disabilities; and the existing disparities in rehabilitation for
African Americans, it was imperative to explore how experiences of trauma impact
African American women’s rehabilitation employment outcome. All things considered,
further research was warranted to identify consequences of trauma with regard to VR
employment outcome for women with disabilities. These consequences may be mediated
by appropriate interventions and support. The initial relevance of these preliminary
concepts is presented at this time, but further discussion develops in subsequent chapters.

9

Statement of the Problem
Considerable disparities exist in VR with a larger percentage of African American
applicants including women denied acceptance into the VR system and less likely
rehabilitated after being accepted compared to white applicants (Capella, 2002; Jones,
2008; Rehabilitation Act Amendments, 1992). Less favorable outcomes for women have
been documented with more women earning significantly less than men, and closed into
low paying jobs, or having low quality closures, or non-competitive employment
(Bounds et al., 2003; Capella, 2002; Danek & Lawrence, 1985; Menz et al., 1989;
Mwachofi, 2009). Moreover, the ability to participate in the VR process and achieve
vocational and independent living goals have been impeded for women with disabilities,
and elevated risks of trauma, and higher rates of abuse, violence, and trauma when
compared to non-disabled women have been reported (Brownridge, 2006; HassounehPhillips & Curry, 2002; Powers et al., 2002). Failing to address these existing disparities
could lead to disproportionately harsh economic and health consequences for women
with disabilities; resulting in a lack of opportunity for financial stability, self-sufficiency
and sustainment of mental and physical health, and overall quality of life. The lack of
qualitative research on VR employment outcomes of African American women
introduced the need to study this population, and then examine the ways in which the
cases explored can influence VR and inform counselor educators, counseling
professionals, and counselors in training.
Purpose of the Study
Qualitative studies that address VR employment outcome disparities of African
American women were absent in the literature search. The purpose of studying African
10

American women in particular is that African American women are an understudied
group. This population has not been the focus of VR research, although their experiences
are unique in that they face significant hardship being female, Black, and disabled
(Nabors & Pettee, 2003). African American women present unique rehabilitation issues
as a result of their multi-minority status (Alston & McCowan, 1994), and experience life
significantly different from White males, White females, and African American males
(Gibbs & Fuery, 1994; Holcomb-McCoy, 2005; Nabors & Pettee, 2003). Nevertheless,
research addressing disparities in rehabilitation employment outcome for African
American women with disabilities compared to other groups of women and men with
disabilities remain relatively scarce.
African American women also have high incidences of trauma, another research
area that has been somewhat disregarded. This group has endured a legacy of slavery,
terrorism and hate crimes, and many live in areas in which violence is commonly
witnessed. African American women experience higher rates of violence (almost 50%)
compared to White women (Bureau of Justice Statistics, 2006) and are more likely to
experience severe intimate partner violence than their White counterparts (Taft et al.,
2009). Understanding the intersection of the trauma and disparities in rehabilitation
employment outcomes may provide information for improved rehabilitation services and
interventions for African American women. More than the standard rehabilitation
approach may be necessary in service provision for African American women that have
experienced trauma.
The purpose of this exploratory qualitative case study was twofold. The primary
purpose of this study was to explore how experiences of trauma affect the rehabilitation
11

employment outcome for African American women. Another major purpose of this
study was to add to the limited body of literature and assist professionals, educators,
employers, and the community at large in better understanding VR service needs of
African American women with experiences of trauma. Specifically, this research
intended to provide information to help improve the system and services for this specific
group including employment, education and training, community awareness, and
supports. Other aims of the study were to inform and expand VR awareness of the needs
of this population, improve access, obviate marginalization, improve collaboration, and to
rectify stereotypes.
Research Questions
The overarching research question addressed in this study was: How do
experiences of trauma (from natural disasters, accidents, violence, abuse, disability,
death, and life stress) impact VR employment outcome for African American female VR
clients?
The following core interview questions guided the research:
1.

How did experiences of trauma (from natural disasters, accidents,
violence, abuse, disability, death, and life stress) affect your employment
or VR process?

2.

What impact did experiences of trauma (from natural disasters, accidents,
violence, abuse, disability, death, and life stress) have on your life
physically, emotionally, and socially?

3.

Have you ever lost a job (or any other opportunity such as an interview,
networking social, or meeting) as a result of your experiences of trauma
(from natural disasters, accidents, violence, abuse, disability, death, and
life stress)?

12

Significance of the Study
There is limited knowledge about African American women’s VR experience and
even less is known about the traumatic experiences of VR participants outside of
Posttraumatic Stress Disorder (PTSD) research. Further, an exploration of disparities in
VR employment outcomes for African American women with disabilities compared to
European American women and men with disabilities is limited. Minimal factors beyond
typical demographic variables have been addressed in the literature. Without considering
concepts such as experiences of trauma, interventions and services may remain
inadequate and VR employment outcome disparities persist. Therefore, the need to
establish some foundational research on this topic was overdue.
African American women with disabilities have a higher prevalence of disabilities
than males and females of all races, and higher severe disability prevalence compared to
males and females of all races (Brault, 2008). In addition, these women are more likely
to be worse off financially, and in the areas of employment and education compared to
their European American counterparts (Belgrave & Jarama, 2000; Hanna & Rogovsky,
1992; MacRae, 2005). As African American women, they struggle with significant
hardships and present unique rehabilitation issues as a result of their diverse minority
status being female and being an African American with a disability. Stated simply,
African American women have been marginalized and many have endured trauma and
oppressive experiences in our society for years. Although many improvements and
efforts have been made in the rehabilitation system, many African American women still
contend with significant disparities. In pursuing this study, the researcher sought to
identify and understand the intersection between trauma and VR employment outcome
13

among African American female VR clients. It was assumed that exploring how
experiences of trauma impact VR employment outcomes for African American women
would offer information that could help improve rehabilitation services and system needs
for this specific group such as employment, education and training, community
awareness, and supports. Information provided would help to inform and to extend VR
awareness of the needs of this population as well as improve access, obviate
marginalization, improve collaboration, and rectify stereotypes of African American
women with disabilities.
Through the knowledge gained from this study, training and interventions could
be developed to bring about awareness and address the specific rehabilitation service and
system needs of African American women. Without this knowledge, African American
women with disabilities may continue to be in a disadvantage position and have
difficulties, not only with the VR system, but also in every conduit of life.
Assumptions
The basic assumption of this study was that trauma impacts African American
women and in some way contributes to their VR outcome and their ability to gain and
maintain employment. In addition these subsequent assumptions were considered: (a) an
in-depth understanding of the case would be acquired (Merriam, 1998); (b) insights could
directly influence policy, practice, and future research (Merriam, 1998); (c) this case
study research would contribute to the knowledge of African American women as
individuals and a group, and the related phenomenon under study (Yin, 2003); (d) chosen
data collection methods would provide information that will lead to increased knowledge
and understanding of the phenomenon of study; (e) this case study research would also
14

uncover interactions of significant factors characteristic of the phenomenon under study
(Merriam, 1998); (f) trauma did not positively affect life, but instead negatively impact
life; and (h) the women in the study would be truthful in sharing their experiences.
Definition of Terms
African American. African American, also known as “Black,” refers to a person
who self identifies as such.
Disability. The Americans with Disabilities Act (1990) defines the term
"disability", with respect to an individual, as:
(A) a physical or mental impairment that substantially limits one or more
major life activities of such individual;
(B) a record of such an impairment; or
(C) being regarded as having such an impairment (“Disability”, 1990).
Employment Outcome. Employment outcome means, with respect to an
individual, entering or retaining full-time or, if appropriate, part-time
competitive employment in the integrated labor market, supported
employment, or any other type of employment in an integrated setting,
including self-employment, telecommuting, or business ownership, that is
consistent with an individual's strengths, resources, priorities, concerns,
abilities, capabilities, interests, and informed choice (U.S. Department of
Education, 2004).
European American. European American, also known as “White” or Caucasian,
refers to a person who self identifies as such.
15

Successful rehabilitation outcome. A successful rehabilitation outcome also
known as successful closure or rehabilitated (status 26) refers to
completion of a planned VR program; the client/consumer obtains a job
and maintains employment for a minimum of 90 days (Dutta et al., 2008).
Trauma. For the purpose of this study trauma will refer to negative events that
cause distress. Trauma can result from experiences of violence, and is
inclusive of physical, sexual and institutional abuse, neglect,
intergenerational trauma, and disasters that induce powerlessness, fear,
recurrent hopelessness, and a constant state of alert.
Unsuccessful rehabilitation outcome. An unsuccessful rehabilitation outcome
also known as unsuccessful closure or not rehabilitated (status 28) refers
to not obtaining or maintaining employment after receiving a planned VR
program (Dutta et al., 2008); (status 30) refers to case closed before
developing an Individualized Plan for Employment (IPE; North Carolina
Department of Health and Human Services, 2010).
Chapter Conclusion
Research focused on experiences of trauma and rehabilitation employment
outcome of African American women was limited. Considering the degree of adverse
consequences that trauma has on African American women, and the existing disparities
in the VR process for this population, it was appropriate to explore how experiences of
trauma impact one’s VR employment outcome. It was assumed that this exploration
would be beneficial for participants and the professionals working with them, and that it
would also fill a significant gap in the literature. Conducting this exploratory qualitative
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case study would provide a picture to help inform professional practice (Creswell, 1998).
With this understanding and in gaining such knowledge from this study, society would be
one step closer to civilizing vocational service needs and system concerns for African
American women, those with and without trauma experiences.
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REVIEW OF THE LITERATURE
Disparities in Vocational Rehabilitation Outcome
Bolton, Bellini, and Bookings (2000) noted that “the vocational rehabilitation
process consists of three service phases: (a) referral, (b) diagnostic evaluation and
rehabilitation planning, and (c) service provision, all of which culminate in some type of
vocational outcome at case closure.” (p. 10). Unfortunately disparities exist in vocational
outcome in regards to African American and other ethnic and racial minorities throughout
the VR process. The efforts of diminishing these disparities for minorities including
African American women with disabilities and the simultaneous oppressions of able-ism,
sexism, and racism that they experience appear to be minimal (Randolph & Andresen,
2004). As a result, minorities with disabilities continue to be at an increased risk for
poorer vocational outcomes including unemployment (Randolph & Andresen, 2004).
The 1992 Amendments to the Rehabilitation Act of 1973 acknowledged that
disabling conditions are experienced by racial minorities such as African Americans at a
higher rate when compared to the non-minority population. It was also acknowledged
that a larger percentage of African American applicants are denied acceptance into the
VR system and is less likely to be rehabilitated after being accepted compared to White
applicants (Atkins & Wright, 1980; Capella, 2002; Feist-Price, 1995; Rehabilitation Act
Amendments, 1992; Jones, 2008). While there can be inconsistencies found in the
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rehabilitation literature not supporting the disparities in VR (Bolton & Cooper, 1980;
Wilson, 1999, 2000; Wilson et al., 2002), most research dating as far back as 30 years
ago support the findings of VR acceptance and outcome disparities favoring European
Americans.
In a study of inequities in the public VR system, Atkins and Wright (1980) looked
at service delivery to Black and White rehabilitation clients. Using data from the
Rehabilitation Services Administration for the fiscal year of 1976, they concluded,
“unequal treatment of Blacks is revealed in all dimensions of the public VR process” and
that “Blacks enter and exit the public VR program in a disproportionately more
disadvantaged status than Whites” (p. 41). They found that compared to European
Americans, African Americans were more likely to be rejected and found ineligible for
VR services and were less likely rehabilitated if they were accepted or made eligible for
services. More Blacks (42.25%) compared to Whites (34.86%) cases were closed prior to
successfully completing the rehabilitation process. In a later study, Feist-Price (1995)
found that not only were African Americans found ineligible for services more often, and
closed to competitive employment less often, but they were also likely to earn
significantly less than their European American counterparts were if they became
employed. Around 64% of African Americans were assessed ineligible for services; and
90% of European Americans were more competitively employed compared to 9.79%
African Americans (Feist-Price, 1995). Years later, Olney and Kennedy’s (2002) study
also revealed large VR employment outcome disparities among individuals from diverse
cultural and ethnic populations. European American VR recipients had the highest
competitive employment rates and were most likely to be competitively employed (60%)
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compared to all of the other races in their study including Hispanics (47%), non-Hispanic
Blacks (42%), and other racial and ethnic minorities (56%). In this study African
American VR recipients were placed in noncompetitive employment more often than any
other racial group. Concisely, the study indicated that European Americans were more
successful in competitive employment, but no explanations or assumptions about
contributors to the disparity were presented. Capella (2002) investigated quality of
successful closures and acceptance rate and employment outcome differences among
women and racial minorities in the state-federal VR system. Results indicated that race
was an important factor in terms of acceptance rates and employment outcomes, and
disparities existed for African Americans compared to Caucasians. The odds of a
Caucasian that was severely disabled being accepted for VR services was 1.5 times
greater than an African American of the same gender, age, and education level. The odds
of Caucasians having successful closures compared to African Americans and other
minorities were larger (1.25 times greater for African Americans and 1.73 times greater
for Native Americans).
Rosenthal et al. (2005) examined the association of race, gender, disability type,
benefits received, and VR service patterns on employment outcome of people with
disabilities. Findings relevant to this discussion were that European and Latino
Americans had “appreciably” higher rehabilitation rates than African Americans, Asian
Americans, and Native Americans. The influence of stereotypes, racial bias and
discrimination, and counselor attitudes regarding service delivery of minorities with
disabilities were possible considerations that may explain employment outcome
disparities (Capella, 2002; Rosenthal, 2004; Rosenthal et al., 2005; Wilson, 2000, 2002).
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Although in this study there were notable rehabilitation success rate differences with
regard to race, there were no differences in gender. Rehabilitation success rates were
similar for men and women.
More recently, Dutta et al. (2008) studied the effects of VR services on
employment outcomes of people with sensory and communicative, physical, and mental
impairments in the United States. Results indicated a disparity existed for African
Americans and Native Americans in obtaining competitive employment. After receiving
VR, African Americans with sensory impairments had a 20% lower chance of finding
successful employment than European Americans. Native Americans with physical
impairments had a 51% lower chance of finding successful employment after receiving
VR than European Americans. For Native Americans with mental impairments, the
chance of finding successful employment after receiving VR was 50% lower than
European Americans. Gender was not considered in this study.
Gender Differences
This literature review revealed that considerable gender differences were evident
in the VR system with more women earning significantly less than men, closed into low
paying occupations, or having low quality closures, or non-competitive employment
(Bounds, Schopp, Johnston, Unger, & Goldman, 2003; Capella, 2002; Danek &
Lawrence, 1985; Menz et al., 1989; Mwachofi, 2009). Capella’s (2002) investigation of
quality successful closures and acceptance rate and employment outcome differences
among women and racial minorities in the state-federal VR system concluded that
women were more likely than men to be placed in low quality closures and regardless of
age, women were less likely placed in competitive employment. In another state VR
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division study examining gender differences in injury severity, demographics,
neuropsychological abilities, and vocational and financial outcomes, more men had
successful vocational closures compared to women despite similarities in injury severity,
demographics, and neuropsychological abilities (Bounds et al., 2003). Specifically, in
this study, 23.6% of the men were rated as being vocationally successful at closure
compared to 4.4% of the women.
Rucker, Rice, Lustig, and Strauser (2003) also examined gender differences and
employment outcomes. Their results indicated that significant gender differences existed
in the VR process. For example, women reported more involvement in counseling
programs compared to men, but men had higher reports of employment. Similarly,
Mwachofi (2009) studied gender differences in access and intervention outcomes of VR
services and found that service provision timeliness was more favorable for men, than
women. Women were reported having waited a day and a half longer than men did for
their IPEs to be effective. Men also received more substantive services such as college,
university, vocational, and occupational training than women. Women in this study had
higher education levels than men, but better employment and earnings were not reflective
of these women’s education status. Women’s earning levels were lower than men at
application and closure; and more women exited without an employment outcome and
were not competitively placed even though they had higher educational outcomes.
Research has shown that inequities and disparities have been prevalent in VR
acceptance rates and successful closure rates for African Americans and other minority
individuals compared to European Americans (Atkins & Wright, 1980; Capella, 2002;
Jones, 2008; Olney & Kennedy, 2002; Rehabilitation Act Amendments, 1992; Rosenthal
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et al., 2005; Wilson, 2000, 2002). Significant gender differences have also been evident
in the VR system with more women earning significantly less than men, and closed into
low paying jobs, or having low quality closures, or non-competitive employment
(Bounds et al., 2003; Capella, 2002; Danek & Lawrence, 1985; Menz et al., 1989;
Mwachofi, 2009). Although difficult to confirm, it can be speculated that societal issues
such as racism, discrimination, and negative stereotypes are contributors to disparities for
these groups. As a result of the difficulty in confirming probable causes of disparities,
research is almost non-existent in addressing those issues. However, there were several
factors in the literature that are deemed as possible contributors of VR employment
outcome disparities. This review revealed several of those contributors to VR
employment outcome disparities most common in the literature.
Contributors to Employment Outcome Disparities
Employment is a goal for many people with disabilities (Henry, Hooven,
Hashemi, Banks, Clark, & Himmelstein, 2006). But unfortunately, people with
disabilities experience high rates of unemployment (Bureau of Labor Statistics, 2012;
Ispen, 2006; Schmidt & Smith, 2007). The unemployment rate for persons with a
disability was 14.8% in 2010 compared to the 9.4% unemployment rate for persons
without a disability (U.S. Department of Labor, 2011). In March 2011 and March 2012
the unemployment rate of persons with a disability increased to 15.6% and 15.2%
respectively while that rate decreased for persons without a disability to 8.9% in March
2011; and continued to drop in March 2012 to 8.1% (Bureau of Labor Statistics, 2012).
It appears that more people without disabilities are becoming employed while people
with disabilities are experiencing less employment or are remaining unemployed.
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People with disabilities benefit from employment in different ways. Employment
can provide added income (Olney & Lyle, 2011), a sense of independence, and is
considered a way to promote the greatest amount of economic well-being (Wehman,
2011). Employment can provide an opportunity for meaningful social participation
(Henry et al., 2006; Olney & Lyle, 2011) and enhance communication and socialization
skills, academic skills, and other skills such as physical health, and community (Wehman,
2011). Likewise, employment may affect an individual’s social interactions,
psychological well-being, and lifestyle (Szymanski & Parker, 2003). It also serves as a
means by which one contributes to society, as some individuals define themselves by the
way that they contribute to society, in other words by their choice of work.
Employment enables adults with and without disabilities to earn wages that lead
to self-sufficiency (Hendricks, 2010). However, there are substantial barriers to
successful employment for people with disabilities that can eventually interfere with their
ability to become self-sufficient. These barriers can be viewed as contributors to the high
disparity in VR employment outcome for people with disabilities. These barriers can
include issues such as limited skills and motivation (Henry & Lucca, 2004), the presence
of co-occurring disabilities or secondary conditions including poor health (Ispen, 2006;
Waghorn, Lloyd, Abraham, Silvester, & Chant, 2008), stigma attached to disabling
conditions (Henry & Lucca, 2004), negative attitudes or discrimination (Crudden,
Sansing, & Butler, 2005), underutilized VR services (Catalano et al., 2006; Hayward &
Schmidt-Davis, 2003; Rosenthal et al., 2005), and work disincentives (MacDonaldWilson et al., 2003; Olney & Lyle, 2011). Limited education and resources (Henry &
Lucca, 2004), inadequate transportation (Crudden et al., 2005; Schmidt & Smith, 2007),
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and a poor local job market and economic conditions (Henry & Lucca, 2004) can also
contribute to the disparities in successful VR employment outcomes.
One Study, Many Barriers
In one study examining what people with psychiatric disabilities and employment
service providers perceived as facilitators and barriers to obtaining and maintaining
employment, Henry and Lucca (2004) utilized focus groups to facilitate the discussion of
factors that directly help or hinder consumer employment efforts. Limited skills and
motivation were among the first listed as barriers to employment. Participants in this
study discussed limited prior work experience and limited education as disadvantages.
Having more education and a range of work and age-related experiences were considered
advantageous. Low work expectations and dependence on entitlements such as SSDI and
SSI were also perceived as barriers to obtaining and maintaining employment.
Participants cited the fear of losing benefits and entitlements as a major barrier to
employment and suggested that over dependency on mental health and entitlement
programs also create barriers that can undermine work motivation. In this research, the
local economic condition was also perceived to have an impact on consumers’ ability to
obtain employment. This was a reasonable expectation although this specific issue was
not a prevalent finding in much of the research reviewed.
Stigma was also mentioned as a barrier to employment for consumers in the focus
groups, mainly negative attitudes of providers, negative images of disabilities in the
media and internalized stigma. Consumers in the study described experiencing stigma on
multiple levels from everyday community interactions to media images. Many
experienced stigma from providers and family members indicating that work was not a
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realistic or reasonable possibility for them. Consequently, consumers suggested that
stigma was then internalized and losing sight of their own competence and employment
potential was manifested.
In addition, consumers identified a lack of personal, financial, and community
resources as significant barriers to employment. Some consumers discussed the inability
to afford childcare and appropriate work attire. Likewise, it was noted that transportation
was one of the biggest problems for these consumers. Public transportation was viewed
as a barrier by participants with disabilities in this study in the sense that they were
unable to access public transportation or was unable to coordinate work and public
transportation schedules. Others mentioned issues with time-consuming routes.
Secondary Conditions, Poor Physical Health, and Disability Severity as
Contributors to Employment Outcome Disparities
For many people with disabilities, having a primary disabling condition may
increase the risk for secondary conditions (Ispen, 2006; Kinne, Patrick, & Doyle, 2004).
Secondary conditions are defined as a mental or physical health problem (Institute of
Medicine, 2007) and are common among adults with disabilities (Kinne, 2008; Kinne, et
al., 2004). Secondary conditions (Marge, 1988) can refer to conditions that occur as a
result of or in conjunction with a primary disabling condition (Ispen, 2006) and may
include conditions such as weight problems, sleep problems, anxiety, depression, fatigue,
and pain (Centers for Disease Control and Prevention [CDC], 2011; Kinne et al., 2004).
Ispen (2006) indicated that prior research has suggested that secondary conditions may
affect an individual’s overall health and undermine his or her ability to secure or maintain
employment. For instance, it is reasonable to assume that incidents of uncontrollable
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sleep problems, chronic pain, or extreme fatigue may have an impact on one’s daily
activities. Knowing that these incidents may occur and cause problems at home or
functioning at work may be extremely discouraging and result in feelings that one’s
efforts are of no use or worthless. Experiencing secondary conditions could potentially
explain some of the employment disparity of persons with disabilities (Ispen, 2006).
Individuals with disabilities experience secondary health conditions at a much
higher rate than the general population (Ispen, Seekins, & Arnold, 2011). According to
the CDC (2011) 40.3% of adults with disabilities had a self-rated health status as fair or
poor compared to 9.9% of adults without disabilities. Another 32.5% of adults with
disabilities rated their health as good compared to 29.9% of adults without disabilities.
Sadly, only 27.2% of adults with disabilities had an excellent or very good health selfrated health status compared to 60.2% of adults without disabilities (CDC, 2011).
Considering these statistics, there is a possibility that secondary health conditions may
have some bearing on employment outcome for people with disabilities.
Waghorn et al. (2008) completed a secondary analysis of a 12 month longitudinal
natural observation study of 104 individuals with schizophrenia or schizoaffective
disorder to investigate whether comorbid physical health conditions hinder employment
for people with psychiatric disabilities. They indicated that physical health conditions are
prevalent among people with psychiatric disabilities, and that physical health conditions
may be under-reported by this population. Results from this study suggested that having
a comorbid physical health conditions indeed hinders employment attainment among
individuals with a psychiatric disability. They concluded that more attention to physical
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health conditions may improve outcomes in psychiatric VR as these conditions are often
overlooked in employment services.
Disability severity. Ispen (2006) used data from the 2002 Behavioral Risk Factor
Surveillance System (BRFSS) to explore the relationship between employment and
health behaviors for individuals with physical disabilities. Results indicated that severity
of disability was negatively associated with employment outcome and that secondary
conditions decreased the likelihood of employment for people with disabilities. After
controlling for demographic factors, she found a 17.7% lower probability of employment
for respondents requiring assistance to perform routine activities compared to those who
did not require assistance. There was also a 10.6% lower probability of employment for
respondents using specialized equipment compared to respondents who did not use
specialized equipment. Ispen (2006) also found that a one-unit increase in days of
limitation decreased the probability of employment by 1.3%. Compared to those who did
not exercise, those who did exercise had an 8.4% higher probability of employment.
Results specifically surmised that the probability of employment is greater for people
with disabilities who exercise and who experience fewer secondary conditions regardless
of disability severity.
Medical or Cash Benefits: Work Disincentives as Contributors to Employment
Outcome Disparities
Recent literature has documented the influence of work disincentives on VR
employment outcome (Brooks, Martin, Ortiz, & Veniegas, 2004; Marinia et al., 2008;
Olney & Lyle, 2011; Rosenthal et al., 2005). People with disabilities who receive work
disincentives such as Supplementary Security Income (SSI) and/or Social Security
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Disability Insurance (SSDI) benefits are less likely to be employed and have low
competitive employment rates. Marinia et al. (2008) utilized data from the RSA-911
dataset to examine the effect of demographic, work disincentives, and service variables
on employment outcomes of persons with spinal cord injury (SCI) whose cases were
closed by state VR agencies in the fiscal year 2001. Clients who received general
assistance, SSI, and/or SSDI benefits had a significantly lower competitive employment
rate of 36% compared to clients without such work disincentives (52% employment rate).
Catalano, Pereira, Wu, Ho, and Chan (2006) and Rosenthal et al. (2005) found similar
results in their study. Specifically, Rosenthal et al. (2005) found that individuals who
did not receive job placement services and received SSDI or SSI benefits were closed at a
lower rate of 32.6% compared to 52.4% for the consumers that did not receive these
benefits. The difference in employment outcome between those who received benefits
and those who did not receive benefits could be due to consumer consideration of the cost
of losing those benefits.
Weighing the financial benefit of paid work against the possibility of losing
benefits has been documented as a primary barrier to gainful employment for individuals
with disabilities (Dutta et al., 2008). The complex process of applying for and securing
benefits including health insurance can make recipients avoid engaging in activities that
they believe could possibly risk those benefits (Henry et al., 2006). In their study
examining factors associated with contemplating returning to work among unemployed
persons living with HIV/AIDS (PLHA), Brooks et al. (2004) used Chi-square and logistic
regression analyses to determine associations between contemplating returning to work
and sociodemographic characteristics, health factors, and perceived barriers to
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employment. Their findings pertinent to this discussion indicated that a substantial
proportion (74%) of unemployed PLHA were contemplating re-entering the workforce;
and over half of all respondents expressed concerns with loss of disability income
benefits and loss of health insurance. Specifically, 73%-76% of respondents perceived
loss of disability income benefits as a significant barrier to employment. Another 67%75% of respondents perceived loss of publicly-funded health insurance as a significant
barrier to employment. Results indicated that a greater proportion of respondents (82%)
not contemplating employment were concerned with the inability to obtain adequate
health insurance from an employer compared with 69% of participants contemplating
employment.
Olney and Lyle (2011) used qualitative methods to discuss barriers to
employment from the perspectives of 12 Social Security Administration (SSA)
beneficiaries (all of whom professed a desire to work). The biggest barrier to
employment shared by most of the participants was a fear of losing health benefits. SSI
and SSDI beneficiaries are especially dependent on health care coverage because they
have disabilities and some would most likely not be able to afford health insurance
without government assistance. Their findings suggested that if people with disabilities
were guaranteed health care, they would probably choose to work competitively. In
addition, participants in this study were not very familiar with the work incentive
programs and, were therefore cautious about using them. Olney and Lyle (2011)
concluded that many working-age adults who receive benefits would like to work and
could obtain employment if they were not concerned about losing medical or cash
benefits.
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Similar findings have been documented in an earlier study using parallel surveys
and multiple sampling and recruitment strategies. MacDonald-Wilson, Rogers, Ellison,
and Lyass (2003) conducted a study to learn about awareness of the Social Security Work
Incentives (SSWIs) and perceived employment barriers among persons with serious
mental illness, family members, and service providers. The greatest concern or barrier to
work perceived by all three groups consumer respondents, family members, and service
providers were the potential loss of medical and health benefits. Consumer respondents
were also most concerned about knowing how to appeal social security decisions. Family
members of consumers were also most concerned with reinstating benefits if their family
members were to stop working. Not only was service providers most primarily
concerned with the consumers losing health insurance, but they were also mainly
concerned with problems consumers might encounter in getting their disability benefits
back if they stopped working. This was also the third most common concern among
consumer respondents. Similar concerns were presented in a later study in 2005 in which
rehabilitation providers indicated that it was difficult for consumers who lack selfconfidence or who are fearful of losing benefits such as SSDI and SSI to achieve
competitive employment (Crudden et al., 2005). While some VR consumers may have
concerns about disability benefits, other consumers are not aware of the possibility of
receiving benefits (MacDonald-Wilson et al., 2003).
Results from MacDonald-Wilson et al.’s (2003) survey suggested that very few
consumers with a psychiatric disability were aware of SSWIs, a similar finding among
SSA beneficiaries. Specifically, 43% of consumer participants had not heard of any work
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incentives; another 26% of family members, and 10% of providers also had not heard of
any SSWIs (MacDonald-Wilson et al., 2003).
Attitudinal Barriers as Contributors to Employment Outcome Disparities
Brostrand (2006) and Leasher, Miller, and Gooden(2009) documented that past
rehabilitation research has suggested that negative social attitudes and stereotypes may be
responsible for the unemployment and underemployment of people with disabilities
particularly if employers holding negative stereotypes about people with disabilities are
less likely to hire these individuals. These stereotypes associated with persons with
disabilities can include perceptions of lower productivity or quality performance, lower
competence, and assumptions of being less qualified for positions. For example, in a
2008 survey of employer perspectives on the employment of people with disabilities
3,797 companies were asked about their concerns in hiring people with disabilities
(Domzal, Houtenville, & Sharma, 2008). Almost half (49%) of all companies were
concerned that people with disabilities lack the skills and experience to do the job.
Another 45% of all companies felt that individuals with disabilities may not be as safe
and productive as other workers. Over half of the companies (58%) were concerned that
it costs more to employ workers with disabilities. These same companies were asked
about challenges in hiring people with disabilities. Of the 3797 companies surveyed,
20% of the companies cited supervisor attitudes as a challenge and 29% of all of the
companies cited co-worker attitudes as a hiring challenge. In addition, 32% cited
discomfort or unfamiliarity with people with disabilities as a challenge and 34% cited
attitudes of customers. Challenges cited by many of the companies were about the actual
cost of accommodating disability (61%) and not being able to find qualified people with
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disabilities (63%). Another 46% of these companies referenced the cost of health care
coverage for people with disabilities as a challenge.
Crudden et al. (2005) utilized focus groups of rehabilitation providers to identify
barriers to the employment of persons who are visually impaired. Some of their findings
identified employers’ negative attitudes and negative attitudes about persons with a visual
impairment as barriers to employment. Attitudinal barriers were derived from lack of
understanding about blindness and fear of blindness. Participants suggested that society
is scared of going blind and employers are not aware of what a person with a visual
impairment can accomplish. Solutions to overcoming the attitudinal barriers to
employment were directed toward educating employers about visual impairment and how
it affects functioning and increasing contact between employers and persons who are
visually impaired.
Other attitudinal barriers such as prejudice and discrimination are prevalent and
should be addressed. For instance, in their study examining factors associated with
contemplating returning to work among unemployed PLHA, Brooks et al. (2004) found
that at least 66% of respondents perceived workplace discrimination as a significant
barrier to returning to work. Likewise, Schmidt and Smith (2007) also identified coworker prejudice as one of the most limiting factors to employment success.
Attitudes can influence and contribute to the employment and retention rate of
people with disabilities (Brostrand, 2006; Bureau of Labor Statistics, 2012). The way a
person thinks or his or her attitude about disability can affect the way he or she acts
toward people with disabilities. This can sometimes lead to prejudice and discriminative
actions (Brostrand, 2006). Education and training can address myths, stereotypes, and
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concerns regarding people with disabilities (Brostrand, 2006). Employers and others in
society may believe that people with disabilities are different from other employees. To
be able to improve employment opportunities it will be important to change employer
attitudes and the way people without disabilities think about those with disabilities
(Brostrand, 2006).
Transportation Barriers as Contributors to Employment Outcome Disparities
Transportation has been documented as a potential barrier to employment and an
important factor in vocational services (Marinia et al., 2008). People with transportation
barriers are less likely to achieve employment success compared to people with no
transportation problems (Catalano et al., 2008). Crudden et al. (2005) also identified
transportation as a major barrier to employment. Mainly, transportation was a major
problem especially for participants in rural areas and for those with limited mobility
skills. This was a consistent finding in other disability research not only specific to
individual who are visually impaired. Networking and advocating for the creation,
modification, or expansion of transportation programs were suggested strategies in
attempting to overcome transportation barriers.
Schmidt and Smith (2007) surveyed students enrolled in a local center for
independent living’s College for Living course to identify the perceptions of individuals
with disabilities regarding employment including how prepared they felt for the
workforce and what they believe to be limiting their employment. Results from their
analysis relevant to this discussion indicated that more than half of the unemployed
participants had the necessary skills to be employed, but cited transportation as the
biggest limiting factor to employment. Even for participants who were employed,
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transportation was again cited as one of the most limiting factor to employment success,
followed by employer and co-worker prejudice. If these participants experience coworker prejudice it would be reasonable to assume that networking or carpooling with
coworkers might not be a feasible option as previously suggested.
Vocational Rehabilitation Services as Contributors to Employment Outcome
Disparities
VR services can have a positive influence on employment rates for people with
disabilities, but the current literature review suggest that they are often underutilized.
Marinia et al. (2008) utilized data from the RSA-911 dataset to examine the effect of
demographic, work disincentives, and service variables on employment outcomes of
persons with SCI whose cases were closed by state VR agencies in the fiscal year 2001.
Although VR services are sometimes underutilized (Rogers et al., 2005), many of the VR
services were statistically significant in this study. The most significant predictor of
employment outcomes was job placement services, which is a consistent finding in the
rehabilitation literature (i.e., Bolton et al., 2000; Catalano et al., 2006; Rosenthal et al.,
2005). Clients who received job placement services were competitively employed at a
significantly higher rate of 74% compared to 48% for clients who did not receive job
placement services. Rosenthal et al. (2005) found similar results in their study of people
with disabilities in general. In their study, participants who received job placement
services were more likely to be closed as successful closure at 73.6% compared to those
who did not receive job placement services (47.2%). However, only 30% of individuals
in their sample received such services. Marinia et al. (2008) suggested that job placement
service is significantly underutilized with only 21% of the participants in their study
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receiving this service. Underutilization of job placement services was also a consistent
finding in other rehabilitation research (Catalano et al., 2006; Hayward & Schmidt-Davis,
2003; Rosenthal et al., 2005).
Hayward and Schmidt-Davis (2003) conducted a longitudinal study of the VR
services program and tracked application and eligibility determination, VR participation,
and post-VR experiences for up to three years following exit from the program of a
nationally representative sample of applicants and consumers of VR services. They
found that several services such as job placement and job development increase the
likelihood of competitive employment. Individuals who received job placement services
attained competitive employment more than twice as often as individuals who did not
receive that service. However, only 11% of all individuals received job placement
services.
Although job placement services contribute substantially to successful
employment outcomes, many consumers do not receive this service (Rogers et al., 2005).
A possible explanation for lack of job placement services used was consumers may not
have a vocational goal of competitive employment and therefore would not use this
specific service. Other explanations were counselor or agency related. Large counselor
caseloads may impair the ability to provide time-consuming job placement services (i.e.,
as stated in Crudden et al., 2005). Counselors may also lack the appropriate training in
providing job placement services; and budgetary constraints may prevent referrals to
contractors if counselors outsource this service.
Rogers et al. (2005) examined the relationship between type of rehabilitation
service provided and rehabilitation outcome for individuals who receive SSI or SSDI.
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Results indicated that those who received job placement services were over three times
more likely to secure employment than those who did not receive placement services.
Results from this study also suggested that education tends to increase the likelihood of
successful case closure.
Demographics as Contributors to Employment Outcome Disparities
Demographics such as race, gender, education, age, health status, and family
income have been shown to impact VR employment outcomes. For example, Berry
(2000) examined the extent to which sociodemographic, education, health, disability, and
program participation factors were associated with employment for young adults with
disabilities. Results indicated that race and gender impacted employment outcomes
among young adults with disabilities. Specifically, White males were more successful in
employment outcomes than nonwhite and female participants. Family income, activity
limitations, hospitalization, and health status were also significantly associated with
employment outcomes. For instance, participants with greater activity limitations were
far less likely to report recent employment. The same was true for health status.
Respondents with excellent or very good health had employment odds that were almost
1.5 times greater than those with poor health.
Education was highly associated with employment outcomes in this study.
Individuals with disabilities who had completed high school had odds for employment
that were double those who had not completed high school. This finding suggests that
education tends to increase the likelihood of successful case closure (Rogers et al., 2005)
and is consistent in rehabilitation research. For example, in their study examining the
effect of demographic variables (in addition to work disincentives, and service variables)
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on employment outcomes of persons with SCI, Marinia et al. (2008) found that
individuals with a college education were more successful in obtaining employment.
Similar results were demonstrated in Catalano et al. (2006). Ipsen (2006) also concluded
that employment outcomes were more favorable among younger, more educated, and
married individuals compared to their counterparts. Likewise MacDonald-Wilson et al.
(2003) found that women and those with less education perceived greater barriers to
returning to work. Demographics such as region and prior VR services were not
significantly associated with employment outcomes (Berry, 2000).
The current literature review found race and gender demographic variables to be
highly influential on VR employment outcomes. As previously discussed early on in this
literature review, European American VR recipients have the highest competitive
employment rates and are most likely to be competitively employed and have successful
closures compared to African Americans and other racial and ethnic minorities (Capella,
2002; Dutta et al., 2008; Olney & Kennedy, 2002). Women are closed into low paying
occupations more often, have low quality closures, or non-competitive employment, and
earn significantly less than men (Bounds et al., 2003; Capella, 2002; Danek & Lawrence,
1985; Menz et al., 1989; Mwachofi, 2009). More men have successful vocational
closures compared to women despite similarities in demographics or women being more
involved in the VR process and having more education.
Although employment is a goal for many people with disabilities (Henry et al.,
2006), and provide added income (Olney & Lyle, 2011), a sense of independence, and is
considered a way to promote the greatest amount of economic well-being (Wehman,
2011), people with disabilities experience high rates of unemployment (Bureau of Labor
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Statistics, 2012; Ispen, 2006; Schmidt & Smith, 2007). Several factors contribute to
these high unemployment rates. Factors such as limited skills and motivation (Henry &
Lucca, 2004), the presence of co-occurring disabilities or secondary conditions including
poor health (Ispen, 2006; Waghorn et al., 2008), stigma attached to disabling conditions
(Henry & Lucca, 2004), negative attitudes or discrimination (Crudden et al., 2005),
underutilized VR services (Catalano et al., 2006; Hayward & Schmidt-Davis, 2003;
Rosenthal et al., 2005), and work disincentives (MacDonald-Wilson et al., 2003; Olney &
Lyle, 2011) impact the workforce participation and likelihood of a successful
rehabilitation outcome for people with disabilities. Demographics (i.e. race, gender,
education, resources), inadequate transportation (Crudden et al., 2005; Schmidt & Smith
(2007), and a poor local job market and economic conditions (Henry & Lucca, 2004) also
influence VR employment outcome. Unfortunately, women with disabilities appear to be
affected most by high unemployment and disparities in VR employment outcomes, being
significantly poorer than men with disabilities, less likely to have a job, or full time
employment, and more likely to receive lower wages (U.S. Department of Labor, 2011).
The next section further discusses issues specific to women with disabilities.
Women with Disabilities
Recent research and literature addressing the experiences of women with
disabilities is scarce even though women are somewhat more likely to have a disability
than men (U.S. Department of Labor, 2011). In the United States, about 27 million
women have disabilities and more than 50% of women older than 65 are living with a
disability (CDC, 2011). The Americans with Disabilities Act (1990) defines the term
"disability", with respect to an individual, as:
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(A) a physical or mental impairment that substantially limits one or more major
life activities of such individual;
(B) a record of such an impairment; or
(C) being regarded as having such an impairment (Definition of Disability).
Women with disabilities are considered an oppressed group in terms of
educational and economic opportunity, occupational attainment, rehabilitation and
vocational program access, and social and recreational opportunities (Emmett & Alant,
2006; Ferri & Gregg, 1998). They are less likely than men with disabilities to have a
spouse and to be economically self-sufficient (Beatty, 2003; Lorber, 2000). These
women are also more likely to be raising children in the home (Beatty, 2003) indicating
that they have others to support. Beatty and others (Emmett & Alant, 2006; Waldrop &
Stern, 2003) report that a high proportion of women with disabilities are more likely to be
living in poverty or below the poverty level than men with disabilities and report
increased experiences of food insecurity, inadequate medical care, housing instability,
and other forms of material hardship than non-disabled women (Parish, Rose, &
Andrews, 2009). High costs of living with impairments such as higher expenses for
special medical care, therapy, transportation, healthcare, assistive technology, and low
rates of employment are possible attributions to the high poverty experiences of women
with disabilities. In addition, low marital rates and lacking added resources of a twoincome household is also considered to contribute to impoverished experiences of women
with disabilities (Parish et al., 2009). Among women with work disabilities, gender
inequality contributes to high poverty rates (Emmett & Alant, 2006).
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According to the Office of Disability Employment Policy (n.d.), men with
disabilities are twice as likely to have jobs as women with disabilities; and men are more
likely to be employed full time. Women with disabilities are significantly poorer than
men with disabilities and receive considerably lower wages than men. Many rely on SSI
for survival (Parish et al., 2009). Individuals with significant disabilities lack financial
resources, long-term and entry-level employment opportunities, and consistent vocational
role models (Foley, Marrone, & Simon, 2002). This appears to be especially true for
women with disabilities. Nearly half of the United States work force includes women
working full time and part time (Smith, 2007); however, employment rates of women
with disabilities are considerably lower than any other population subgroup (Parish et al.,
2009).
Women with disabilities have experienced substantial increases in employment
limited however to part-time jobs with lower pay, little or no benefits, less job security
(Baldwin, Johnson, & Watson, 1993; Foley et al., 2002; Jans & Stoddard, 1999;
Szymanski & Parker, 1996; Yelin, 1993), or jobs requiring a low skill set (Baldwin et al.,
1993.) Despite the increase in employment, Randolph and Andresen (2004) suggests that
levels of work place participation for other adult populations including those with and
without disabilities far exceeds women with disabilities. Women in general have lower
participation rates in employment regardless of disability status (Emmett & Alant, 2006).
However, women with disabilities are economically less well-off faring worse than
healthier counterparts and men with disabilities (Emmett and Alant, 2006; Gerschik,
2000; MacRae, 2005; Smith, 2007; Waldrop & Stern, 2003).
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Women with disabilities are less likely to receive quality training for competitive
employment (Russo & Jansen, 1988); and in comparison to women without disabilities,
women with disabilities are more likely to be unemployed (Baldwin, et al., 1993), and
experience negativity in the work place including high incidences of harassment and
work hazards, greater work place demands, and less job security (Burke, 1999).
According to Randolph and Andresen (2004) women with disabilities are at a higher risk
of being unemployed than men and both disability and gender serve as barriers to
employment.
Regardless of employment status, many women have roles as wife, mother, and
caretaker. A myriad of women are unequally responsible for parenting, care giving, and
other family responsibilities, particularly in female-headed households (Emmett & Alant,
2006). This in collaboration with lack of quality training, financial resources, and
employment opportunities can create considerable vulnerabilities including increased
dependence on others, and high levels of stress and poor health conditions for women
with disabilities, locking them into an undesirable oppressive existence.
Trauma-specific Issues for Women with Disabilities
As one can see, women with disabilities live with many different experiences of
oppression and may be one of the most oppressed and marginalized groups of people in
society (Foster & Sandel, 2010). Contributing to this concept of oppression and
marginalization, research has suggested that women with disabilities have elevated risk of
trauma (Brownridge, 2006; Hassouneh-Phillips & Curry, 2002; Powers et al., 2002),
experience increased severity of violence (Brownridge, 2006; Nosek et al., 2004), are
more likely to experience physical and sexual violence (Brownridge, 2006; Martin et al.,
42

2006; Powers et al., 2002; Smith, 2008), multiple forms of violence (Martin et al., 2006;
Nosek et al., 2004), and longer duration of violence (Nosek et al., 2004) when compared
to non-disabled women. These findings were supported in a Bureau of Justice Statistics
special report (Harrell & Rand, 2010). Almost 730,000 persons with disabilities
experienced a violent crime (i.e. rape, sexual assault, robbery) in 2008, but women with
disabilities experienced violent crimes more often than males with disabilities and all
persons without a disability. Also, in partial support of these findings, Martin et al.
(2006) concluded that women with disabilities were four times more likely to have
experienced sexual assault in the past year than nondisabled women. However, the
occurrence of physical assault in this study was similar among women with disabilities
and women without disabilities and among White and non-White race. Of the
participants in this study, 75% were white women, and more than half of them were
married (58%), employed (56%), and had a high school education or more (51%).
Nosek et al. (2004) reported that rates of physical, sexual, and emotional abuse
was equally high (52%) in both women with disabilities and women without disabilities.
However, women with disabilities reported more perpetrators than women without
disabilities and were more likely to report increased severity of abuse, including a
combination of multiple incidents and abusers and longer durations of abuse. Women
with disabilities were more likely to experience abuse by attendants, strangers, and health
care providers, most of whom are essential to their independence. They also experience
various forms of abuse specific to persons with disabilities such as deliberate sabotage to
assistive technology devices, which undoubtedly can impact their ability to obtain or
maintain employment.
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Casteel, Martin, Smith, Gurka, and Kupper (2008) examine whether individuals
with disabilities are more likely to be victims of physical and sexual assault and found
that women with severe physical disabilities were four times more likely to report sexual
assault than women without disabilities. Likewise Foster and Sandel (2010) suggested
that women with severe disabilities experience pervasive sexual abuse, indicating more
than a 50% incidence of rape or some other form of sexual assault. It was also reported
that women with disabilities are three to four times more likely to be sexually abused
than nondisabled women. In his examination of risks for partner violence among
Canadian women with a disability relative to Canadian women without disabilities
Brownridge (2006) found that women with disabilities were at risk for more severe forms
of violence, having a 40% greater chance of experiencing intimate partner violence in the
five years prior to his study compared to women without disabilities.
In addition to the vulnerabilities to the types of physical, sexual, emotional, and
financial abuse experienced by women without disabilities, women with disabilities are at
increased risks for experiencing abuse that is specifically related to their disability
support needs such as destroying or withholding of equipment or medications, and
manipulation of (giving too much or too little) medications (Foster & Sandel, 2010;
Powers et al., 2002). Moreover, women with disabilities are vulnerable to multiple and
repeated acts of abuse due to the reliance on their abuser for survival or difficulty
identifying the perpetrator (Foster & Sandel, 2010).
The unfortunate experiences of abuse, violence, and trauma that women with
disabilities encounter can have unfavorable effects on women’s physical health and
emotional wellbeing, and can be life threatening. These experiences are likely to impact
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their ability to participate in the VR process and achieve vocational and independent
living goals and employment success. This point was supported by Smith and Strauser
(2008) in a study to examine the impact of physical and sexual abuse on employment
patterns of women with disabilities. Compared to women without disabilities who have
experienced physical and sexual abuse, women with disabilities who have been abused
reported significantly higher levels of unemployment. In addition, there was a significant
difference in the employment rate for women with disabilities who have experienced
physical and sexual abuse compared to women with disabilities that have not experienced
physical or sexual abuse. Women with disabilities who have experienced physical and
sexual abuse reported significantly lower levels of employment. Results indicated that
the likelihood of unemployment was stronger for women with disabilities who have
experienced sexual abuse by anyone, or who have experienced physical, sexual abuse by
an intimate partner. Other pertinent findings in this study suggested education had a
strong protective effect and being non-white had a negative effect, increasing the
likelihood of unemployment for women with disabilities. This research concluded that
not only did women with disabilities have higher rates of physical and sexual abuse, but
the effects of such abuse had a significant negative impact on their employment rates.
Women with disabilities who experienced physical and sexual abuse were significantly
more likely to be unemployed when compared to women without disabilities and women
who had not experienced abuse.
Powers et al. (2002) explored abuse by personal assistance service providers (a
form of interpersonal violence) and determined that this type of abuse stood in the way of
independent living for 61% of women surveyed. Another 30% of women surveyed
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reported that this abuse kept them from obtaining or maintaining employment. Abuse by
personal assistance service providers inherently interferes with the women’s ability to
live independently and includes behaviors such as actual or threatened physical abuse or
neglect, verbal and financial abuse, manipulation or alteration of medications, and
exerting control or denying the women’s choices. In addition, 64% of the 200 women in
this study reported that abuse by personal assistance service providers kept them from
caring for their health. Failing to maintain appropriate health can ultimately lead to
major life issues beyond rehabilitation outcome. Further, neglecting health care and
experiencing abuse might detrimentally impact a client’s ability to engage in the
rehabilitation process and achieve vocational goals (Fitzsimons, 2010). Fitzsimons (2010)
suggested that rehabilitation professionals should be proactive in addressing this problem
for people with disabilities.
Brodwin and Siu (2007) suggested that trauma such as domestic violence are a
significant barrier to education and frequently interfere with the education efforts of
women with disabilities. The perpetrator may physically prevent the victim from going
to school or stalk her, or threaten her if she attends; or it is likely that the abuser may beat
the victim to the point where she is too injured or embarrassed to go to class. In addition,
physically abused women may also suffer from depression, dissociation, heightened
anxiety, sleep disturbance, and low self-esteem (Brodwin & Siu, 2007), all of which may
interfere with employment and educational efforts.
Work and education interferences were a common theme found in the literature
among women with experiences of traumas such as intimate partner violence (Pyles &
Banerjee, 2010; Swanberg & Logan, 2005) although not specific to women with
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disabilities. Swanberg and Logan’s (2005) exploratory examination of the impact of
domestic violence on women’s employment included 32 women residing in rural and
urban communities who were employed while simultaneously experiencing intimate
partner violence. Findings from this study suggested that women experienced abuse
before, during, and after work that interfere with work performance and job stability.
Results indicated that 78% of the participants were beaten severely enough that they
could not or did not want to go to work. Additionally 56% of the participants were
unpredictably stalked at work. Participants indicated that stalking behaviors were
distracting and frightening while at work. Other participants in the study (10%) indicated
that they received beatings directly after work for doing their job. The majority of the
women in this study reported that they missed work, were terminated, or resigned as a
direct result of these types of victimization. Even though these studies did not include or
did not indicate if they included disabled women, it is logical to assume that the findings
from the literature have applicability to disabled women.
Although evidence documents the increased risk for interpersonal violence, abuse,
and other traumatic experiences for women with disabilities when compared to women
in general (Brownridge, 2006; Hassouneh-Phillips & Curry, 2002; Martin et al., 2006;
Powers et al., 2002; Smith, 2008), very little is known about how these experiences
impact VR employment outcomes and other aspects of life. Failing to address these
existing oppressive experiences and disparities of elevated risk of trauma, higher rates of
abuse, violence, and trauma, lack of quality training, financial resources, and employment
opportunities could lead to disproportionately harsh economic and health consequences
for women with disabilities; resulting in a lack of opportunity for financial stability, self47

sufficiency and sustainment of mental and physical health, and overall quality of life. It
is also reasonable to believe that enduring these oppressive positions of being female in
male dominated society; being disabled in a world that places high worth on “able-ism”
(Nabors & Pettee, 2003); and if African American, being members of the less valued
ethnic group (Gibbs & Fuery, 1994; Holcomb-McCoy, 2005) are likely to impact her
ability to participate in the VR process and achieve vocational and independent living
goals. Considering these indifferences and challenges among women with disabilities
and the previously noted inequities and disparities among ethnic minorities (including
African Americans) in the VR system dating back more than 30 years ago, the overall
quality of life experienced by African American women in this position can be less
satisfying than other populations with disabilities.
Issues Specific to African American Women
Nabors and Pettee (2003) suggested that African American women are at a greater
risk for disability and according to Beatty (2003) the increased risk for disabilities is
potentially due to socioeconomic factors. More than 25% of African American women
are living in persistent poverty (U.S. Census Bureau, 2005) and are confronted with race,
class, and gender oppressions (West, 2002). These oppressive experiences can have
negative impacts on mental and physical well-being (Carter, 2007; Smith, 2005; Zucker
& Landry, 2007) and can heighten depressive and PTSD symptoms (Bryant- Davis &
Ocampo, 2005). Other research have established the view of African American women
with disabilities to be worse off economically, less likely to be employed, have lower
average education levels, and less likely to receive appropriate health care compared to
African American men with disabilities and European men and women with disabilities
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(Belgrave & Jarama, 2000; Hanna & Rogovsky, 1992; MacRae, 2005). West (2004)
suggested that Black women’s marginalized status makes them more vulnerable to a wide
range of traumas such as intimate partner or domestic violence, childhood physical and
sexual abuse, community violence (i.e. witnessing assaults or homicide), and workplace
racial and sexual harassment.
African American women are more vulnerable to persistent poverty and sexual
assault and those in low-income housing or high violence communities have been
documented to have high rates of unemployment, intimate partner abuse, community
violence, limited resources, and financial strain (Abbey et al., 2009). Taft et al. (2009)
suggested that this persistent poverty, low education, and low income serve as risk factors
for traumas such as intimate partner violence victimization among African American
women. Limited resources such as transportation, employment opportunities, and social
and mental health services in some African American communities, may also serve as
risks factors for victimization among African American women (Taft et al., 2009).
Perhaps, a lack of necessary resources may promote dependency on men or others that
may subject them to abuse.
African American women experience higher rates of violence (almost 50%)
compared to Caucasian women (Bureau of Justice Statistics, 2006) and are more likely to
experience severe intimate partner violence than their Caucasian counterparts (Taft et al.,
2009). African American survivors of IPV including women frequently experience
various forms psychological distress such as depression, anxiety, stress, and somatic
complaints (West, 2004). This normalization of enduring multiple effects of increased
violence and unemployment for some African American women lead to a dreadful
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response of cumulative stress (Jones & Ford, 2008), poor health, and disability. The
impact of stress can be extensive and exacerbated by the presence of a disability (Foster
& Sandel, 2010). Considering the oppressive, stressful lifestyle with which these women
are confronted, it is reasonable to suggest that these factors could possibly contribute to
disparities in rehabilitation and employment outcomes as well as additional health and
disability issues. Given that women with disabilities may be at a greater risk of trauma,
and experience higher rates of abuse, violence, and trauma when compared to nondisabled women (Brownridge, 2006; Hassouneh-Phillips & Curry, 2002; Martin et al.,
2006; Powers et al., 2002; Smith, 2008) this research will consider how experiences of
trauma (from natural disasters, accidents, violence, abuse, death, and life stress) impact
VR employment outcome for African American women.
Trauma
Trauma is often used to refer to negative events that cause distress as well as the
actual distress. According to the American Psychological Association (n.d.), trauma is
referred to as “an emotional response to life shattering events such as accidents, violent
physical attacks, combat, natural and man-made disasters, rape, sexual assault, and other
forms of violence” (“Trauma”, n.d.). Wimberly (2011) refers to trauma in this sense
suggesting that perpetual exposure to violence or verbal abuse can ultimately engender
trauma as well. Trauma is defined in the Diagnostic and Statistical Manual of Mental
Disorders, fourth edition, text revision (APA, 2000) in reference to Post Traumatic Stress
Disorder PTSD as:
direct personal experience of an event that involves actual or threatened death or
serious injury, or other threat to one’s physical integrity; or witnessing an event
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that involves death, injury, or a threat to the physical integrity of another person;
or learning about unexpected of violent death, serious harm, or threaten of death
or injury experienced by a family member or other close associate (Criterion A1).
The person’s response to the event must involve intense fear, helplessness, or
horror (or in children, the response must involve disorganized or agitated
behavior) (Criterion A2). (p.463)
Similar to this definition, Briere and Scott (2006) explained that “trauma refers
only to the event, not the reaction, and should be reserved for major events that are
psychologically overwhelming for an individual” (p. 3). For the purpose of this research
the word trauma will refer to negative events that cause distress.
According to the National Association of State Directors of Developmental
Disability Services (NASDDDS; 2015),
Traumatic experiences can be dehumanizing, shocking or terrifying, singular or
multiple compounding events over time, and often include betrayal of a trusted
person or institution and a loss of safety. Trauma can result from experiences of
violence. Trauma includes physical, sexual and institutional abuse, neglect,
intergenerational trauma, and disasters that induce powerlessness, fear, recurrent
hopelessness, and a constant state of alert. Trauma impacts one's spirituality and
relationships with self, others, communities and environment, often resulting in
recurring feelings of shame, guilt, rage, isolation, and disconnection (para. 2).
Individuals with sustained, repeated, or multiple trauma exposure may have noticeable
emotional and interpersonal disturbances including aggressive or socially avoidant
behaviors, anxiety and anger management issues, and dissociative symptoms (Cloitre,
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Stolbach, Herman, Kolk, Pynoos, Wang, & Petkova, 2009). Trauma may overwhelm a
person’s emotional and psychological resources, leaving them with feelings of
detachment, loss (of meaning and self-esteem), and depression, completely numb to the
world around them. Severe disorientation has been noted as a common reaction
distorting all aspects of a person’s life including their career, relationships, and personal
evolvement (Thompson & Walsh, 2010). Relative to one’s career, Strauser (2008)
indicated that the formation and progression of career and vocational behavior is affected
by considerable exposure to trauma. For example, in a study examining the influence of
trauma on career and vocational behavior, researchers concluded that trauma survivors
had lower levels of career maturity when compared to non-trauma survivors (Coursol,
Lewis, & Garrity, 2001). Other recent studies also suggested a negative correlation
between trauma symptoms and dysfunctional career thoughts and vocational behavior
(Strauser & Lustig, 2001; Strauser, Lustig, Cogdal, & Uruk, 2006). More research
examining the impact of PTSD and trauma symptoms on work related behavior is needed
(Strauser, 2008).
Many individuals will be exposed to at least one potentially traumatic event in
their lifetime and many will experience long-lasting problems (Briere & Scott, 2006;
American Psychological Association, n.d.). Traumatic experiences may damage one’s
self concept, sense of self, and how they see and make sense of the world around them.
In essence, it may challenge a person’s sense of identity and belonging in the world
(Thompson & Walsh, 2010; Wimberly, 2011). Experiencing trauma or a traumatic event
can overwhelm a person’s problems solving capability and cause complete helplessness
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bringing about extreme confusion and insecurity. All of these effects can be especially
problematic for an individual’s employment and rehabilitation outlook.
Trauma is indiscriminant in psychologically affecting individuals of a particular
background, age, or stage in life (Thompson & Walsh, 2010). However, trauma is a
common experience among women (Briere & Jordan, 2004; Schnurr & Green, 2004). It
has been shown to impact women’s health care utilization (Walker, Newman, & Koss,
2004; Dailey et al. 2011) and is considered a widespread public health concern because
of the long-term effects across the life span. Impoverished women in particular are
exposed to multiple forms of trauma, stress, and oppressions, all of which are likely to
exacerbate the effects of their mental and physical health (Bryant-Davis & Ocampo,
2005). This in turn is likely to negatively impact their workforce participation or
involvement in the VR process.
Unfortunately, individuals with disabilities are at an increased risk of
experiencing traumatic events (Strauser, 2008). More disturbingly, past research has
suggested that women with disabilities may be at a greater risk and may experience
higher rates of violence, abuse, and trauma when compared to non-disabled counterparts
(Hassouneh-Phillips & Curry, 2002; Powers et al., 2002). One example of this is
described by the CDC (2011). The CDC (2011) reported that women with disabilities are
more likely to experience intimate partner violence (IPV) than those without a disability.
Specifically, the CDC indicated that researchers found that 37.3% of women with
disabilities are more likely to report experiencing some form of IPV during their lifetime
compared with 20.6% of women without a disability. Experiencing IPV is likely to
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impact their ability to participate in the VR process and achieve vocational and
independent living goals.
Trauma exposure has been associated with negative physical and psychological
health outcomes, and adverse health behaviors (Dailey et al., 2011). In a comprehensive
review of studies on health effects of trauma, Green and Kimerling (2004) concluded that
individuals experiencing trauma were at higher risks for infectious disease, fertility
problems, neurological problems, gastrointestinal disorders, and musculoskeletal
problems. Other studies concluded that individuals who experience various types of
trauma are more likely to engage in tobacco, drug and alcohol use (Rheingold, Acierno,
& Resnick, 2003) or other negative health behaviors in attempts to self-medicate (Dailey
et al., 2011) all of which would have adverse effects on employment participation and
VR outcome.
Spinal Cord Injury
Spinal Cord Injury is a traumatic event that nearly 276,000 people live with in the
U.S. (National Spinal Cord Injury Statistics Center [NSCISC], 2015). Most SCIs occur
between the ages of 16 years and 30 years and are primarily caused by motor vehicle
accidents, falls, acts of violence (i.e. gunshot wounds), and sporting activities
(Foundation, 2009; NSCISC, 2015). Most SCI victims are Caucasian, males, and
unmarried, and the likelihood of marriage is reduced when compared to the general
population (Foundation, 2009). People with SCI have lower rates of academic
enrollment and work force participation than people without SCI (World Health
Organization [WHO], 2013).
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According to the National Institute of Neurological Disorders and Stroke
(NINDS, 2015b), a SCI can be described as damage to the spinal nerves that disrupts the
signals that are carried back and forth between the body and the brain. A SCI can result in
paralysis below the injury, which means that the cord cannot send signals below the level
of the injury, and there is no movement or sensation below the damaged area. This
degree of injury severity is known as a complete injury. With an incomplete injury, there
is some degree of sensory or motor function below the damaged area.
SCI can result in physical disability and secondary health issues which can have a
major impact on a person’s independence, employment and social participation, and their
overall quality of life and life satisfaction (Lund, Norlund, Bernspang, & Lexell, 2007;
NINDS, 2015b; Sale et al., 2012). A person with a SCI may experience a loss of
mobility, sexual function, control over bowel and bladder function, and they may
experience pain and pressure sores (Anderson, Dumont, Azzaria, Le Bourdais, &
Noreau, 2007; Dickson, Allan, & O’Carroll, 2008; Murray et al., 2007; NINDS, 2015b).
Depending on where the damage occurs on the spinal cord, respiratory functioning can
also be interrupted requiring breathing assistance. Ensuring accessible environments and
adequate medical, rehabilitative, and supportive services can help reduce the impact of
SCI (WHO, 2013).
Multiple Sclerosis
Experts believe that about 250,000 to 350,000 people in the U.S. currently have a
Multiple Sclerosis (MS) diagnosis. According to the NINDS (2015a), MS most
commonly appears in adults between the ages of 20 and 40 years old, and is “ultimately
caused by damage to myelin, nerve fibers, and neurons in the brain which together make
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up the central nervous system”( What causes MS?). However, how or why the damage
occurs is unknown.
According to the National Multiple Sclerosis Society (2015b), “Multiple sclerosis
is an unpredictable, often disabling disease of the central nervous system (CNS) that
disrupts the flow of information within the brain and between the brain and body” (What
is MS?). “It is thought to be an immune-mediated disorder, in which the immune system
incorrectly attacks healthy tissue in the CNS” (National Multiple Sclerosis Society,
2015a, “Multiple Sclerosis FAQs”). MS is more prevalent in Caucasians, and develops
two-three times more in women than in men (National Multiple Sclerosis Society,
2015a). Problems with MS can include extreme fatigue, visual disturbances, loss of
balance, poor coordination, cognitive impairment, bladder dysfunction, chronic pain, and
depression (D’Arcy, 2012; Edmonds, Vivat, Burman, Silber, Higginson, 2007; National
Multiple Sclerosis Society, 2015a). MS may not be traumatic in every case, but it can
result in disability and it can have a major impact on a person’s independence,
employment and social participation, and their overall quality of life and life satisfaction
(Bishop & Rumrill, 2013; National Multiple Sclerosis Society, 2015; Roessler & Gitchel,
2013; Rumrill, 2009). Providing adequate medical, rehabilitative, and supportive
services and accessible environments can help reduce the impact of MS.
Chapter Conclusion
For decades African American women have contended with various oppressions
as a result of their race, gender, and ability status and significant inequities and disparities
have been seen in acceptance rates and successful closures for African Americans,
women, and other minority groups (Capella, 2002; Dutta et al., 2008; Olney & Kennedy,
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2002; Rosenthal et al., 2005; Wilson, 2000, 2002). However, research focused on
exploring life experiences, obstacles and success factors of African American women in
regards to rehabilitation employment outcomes is practically non-existent. Several
possibilities such as discrimination and negative stereotypes and attitudes are reasonably
considered to be partially responsible for these oppressions and disparities.
This literature review revealed that individuals with disabilities are at an increased
risk of experiencing traumatic events (Strauser, 2008); and women with disabilities may
be at a greater risk and may experience higher rates of violence, abuse, and trauma when
compared to non-disabled counterparts (Brownridge, 2006; Hassouneh-Phillips & Curry,
2002; Martin et al., 2006; Powers et al., 2002). The general consensus among researchers
have been that women with disabilities are undoubtedly at risk for experiences of abuse
from multiple perpetrators (Hassouneh-Phillips & Curry, 2002). These experiences
negatively impact physical and psychological health and highly influence one’s work and
independent living goals.
Most of the available literature addressing trauma experiences of women with
disabilities was limited to physical and sexual abuse, intimate partner and domestic
violence, and abuse by personal assistant service providers. Because it is possible that
trauma can impact the vocational outcome and ability to participate in the rehabilitation
process for women with disabilities, the primary purpose of this research was to explore
and understand how experiences of trauma (from natural disasters, accidents, violence,
abuse, disability, death, and life stress) impact VR employment outcome for African
American women. Exploring the role of trauma in VR employment outcome for African
American women may serve beneficial for those who have experienced trauma, in
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addition to professionals working with them. It may also fill a significant gap in the
literature.
Understanding the intersection of the trauma and disparities in rehabilitation
outcomes may provide information for improved rehabilitation interventions for African
American women. If professionals such as rehabilitation counselors are well informed on
the intersection of trauma and disability, they may be better able to empower, educate,
and inform trauma survivors to work toward an improved quality of life (Brodwin & Siu,
2007). More than the standard rehabilitation approach may be necessary in service
provision for African American women that have experienced trauma. This research
intends to provide some insight about how experiences of trauma of African American
women affect employability and VR employment outcome, and how to best meet the
needs of this population in the rehabilitation process.
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METHODOLOGY
Research Design
The researcher sought to explore how experiences of trauma affect the VR
employment outcome for African American women. Due to the exploratory nature of the
study and the flexibility required, the qualitative case study method was employed
(Creswell, 1998; Merriam, 1998; Yin, 2003).
The case study method was employed because the researcher was interested in
insight, discovery, and interpretation rather than hypothesis testing. Merriam (1998)
described a case study as an “intensive description and analysis of a single unit or
bounded system such as an individual, program, event, group, intervention, or
community” (p. 19). A case study allows for a phenomenon to be studied when the
researcher has limited or no control over a set of events or program (Merriam, 1998).
Creswell (1998) describes case study research as an exploration of a “bounded system” or
case (or multiple cases) over time through detailed, in-depth data collection involving
multiple sources of information rich in context. Yin (2003) later defines the case study as
“an empirical inquiry that investigates a contemporary phenomenon within its real-life
context, especially when the boundaries between the phenomenon and context are not
clearly evident” (p. 13). Each of these views contributes to the general understanding of
case study research.
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A qualitative case study is a comprehensive research strategy (Yin, 2003) and
results in a thick, rich, descriptive, account of the phenomenon studied (Merriam, 1998).
This approach was chosen in order to capture patterns, themes, and characteristics that
often may not be expressed in quantitative research. Multiple sources of information are
used in qualitative case studies including observations, interviews, field notes, and
document analysis. Utilizing multiple sources of data will allow for validation of
findings. This process also known as triangulation, will address the validity of the study
(Yin, 2003).
This study was exploratory in nature and did not attempt to focus on the discovery
of universal or generalizable truths. Instead the emphasis was on exploration and
description of the role of trauma in VR outcome for African American female VR clients
in the state of Mississippi. The goal was to develop hypotheses and propositions for
further inquiry.
Research Questions
The qualitative case study method appeared to be the most appropriate and
compatible research method to address the research question. Generally, case studies are
often the preferred strategy when “how” or “why” questions are posed (Yin, 2003). The
overarching research question addressed in this study was:
How do experiences of trauma (from natural disasters, accidents, violence, abuse,
disability, death, and life stress) impact VR employment outcome for African
American female VR clients?
The following core interview questions guided the research.
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1.

How did experiences of trauma (from natural disasters, accidents,
violence, abuse, disability, death, and life stress) affect your employment
or VR process?

2.

What impact did experiences of trauma (from natural disasters, accidents,
violence, abuse, disability, death, and life stress) have on your life
physically, emotionally, and socially?

3.

Have you ever lost a job (or any other opportunity such as an interview,
networking social, or meeting) as a result of your experiences of trauma
(from natural disasters, accidents, violence, abuse, disability, death, and
life stress); please explain.
Participants

To increase the depth of understanding of the role of trauma in VR employment
outcome, a purposeful sampling approach was utilized for this study. Merriam (1998)
described purposeful sampling as a non-probability sampling method used in qualitative
case study research. Merriam (1998) indicated that “purposive sampling is based on the
assumption that the investigator wants to discover, understand, and gain insight, and
therefore must select a sample from which the most can be learned” (p. 61). Purposeful
sampling as described by Patton (2002) was used to select information-rich cases; that is
participants possess information and experiences relevant to the phenomenon.
Yin (2003) suggested that the size of the sample in qualitative case study research
was not as important as the goal of the research, and that a single case may be suitable if
it met the established inclusion criteria. However, the researcher aspired to solicit six to
eight African American women from Mississippi State University, Mississippi
Department of Rehabilitation Services, and Mississippi Independent Living Centers.
Three African American women were interested and were recruited for the study.
African American women were pursued as participants of choice for this study because
they are underrepresented in literature and overrepresented in VR disparities.
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Instrumentation
Qualitative case studies utilize the researcher as the primary instrument for data
collection and analysis (Merriam, 1998; Yin, 2003). Merriam (1998) referred to this as
the “human instrument” (p. 7). Data collection methods consisted of semi-structured indepth interviews, and field notes. Photographs and relevant documents were desired, but
unobtainable. In addition, participants were asked to complete a demographic data form,
constructed by the researcher. This data form requested information relating to age,
education, race, employment status, income range, type of disability, secondary
disability, health status, types of trauma experienced, frequency and duration of the
occurrences (one time event or reoccurring, proximal, distal, or ongoing trauma),
geographic location (urban, rural, suburban), closure status, duration of VR process, and
length of time rehabilitated.
Permission
Prior to collecting any data, the researcher requested and was granted approval
from the Institutional Review Board for the Protection of Human Subjects (IRB) at
Mississippi State University to conduct the study. Upon IRB approval, the first step in
carrying out this study was to contact and inform the offices of Mississippi State
University Student Support Services, Mississippi Department of VR, and Mississippi
Independent Living Centers. Permission was requested of the agencies to solicit
participants. The next step was to recruit participants by purposive sampling and screen
them for the inclusion criteria (as stated previously). Immediately following the
selection of participants for the study, informed consent was obtained, and the time and
private space for data collection was secured.
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Data Collection
The case study design was chosen because of the in-depth analysis potential and
because it seemed to be the research approach that would yield the most useful data.
Qualitative case studies typically involve a number of different data collection sources.
For this study, these data sources included semi-structured in-depth interviews and the
review of data analysis documents and field notes. A case study database was created to
organize and document the data collected. The purpose of the database was to enhance
reliability (Yin, 2003), or what qualitative researchers refer to as dependability.
Semi-structured In-depth Interviews
Semi-structured in-depth interviews can occur with an individual or in groups and
are the most widely used interviewing format for qualitative research (DiCicco-Bloom &
Crabtree, 2006). Semi-structured in-depth interviews enabled the researcher to gain
insight into the life experiences of African American women impacted by trauma. They
allowed for consistency, but also permitted flexibility to ask additional questions for
clarification. Semi structured interviews are generally organized around a set of
predetermined open-ended questions, with other questions emerging from the dialogue
between the interviewer (which is the researcher in this case) and interviewee (the
participant). The purpose of gathering responses from open ended questions was to
enable the researcher to understand and capture the viewpoints of others involved without
predetermining those views through prior selection questionnaire categories (Patton,
2002).
Initially, one individual semi-structured in-depth interview was conducted for
each participant. Subsequently, a second interview served as a follow-up interview for
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any further information that the participant wanted to include and for the researcher to
gain insight from the initial analysis of data. A third individual interview followed after
all of the data had been analyzed. This allowed for verification of data analysis according
to the researcher and the participants, a process commonly known as member checking.
Each initial participant interview lasted between 60-90 minutes. At least 45
minutes were allotted for the follow up interview with each participant which was
scheduled within 2 to 3 weeks after her initial interview. In addition, 45 minutes were
allotted for the third interview which was scheduled after all of the data were transcribed.
These interviews were able to inform a variety of research questions (DiCiccoBloom & Crabtree, 2006). In the initial interview participants were prompted to “tell me
about your experiences of trauma.” Other questions asked in the initial interview
included:
1.

What impact did experiences of trauma (from natural disasters, accidents,
violence, abuse, disability, death, and life stress) have on your life
physically, emotionally, and socially?

2.

How did experiences of trauma (from natural disasters, accidents,
violence, abuse, disability, death, and life stress) affect your employment
or VR process?

3.

Have you ever lost a job (or any other opportunity such as an interview,
networking social, or meeting) as a result of your experiences of trauma
(from natural disasters, accidents, violence, abuse, disability, death, and
life stress); please explain.

Semi-structured interviews were conducted using an established interview guide
to guide the discussion with the participants. This guide helped to keep interactions
focused; and it ensured good use of interview time, and confirmed that all participants are
asked the same questions.
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Field Notes
Field notes are written records of important statements and gestures during the
interview (Yin, 2003). During data analysis these notes were instrumental in identifying
key statements that lead to codes and themes. The writing of field notes was not lengthy
during the interview sessions in order to avoid distracting the participant from speaking
and the researcher from listening. Instead the researcher utilized the interview guide to
jot down any words or simple phrases that stood out in the interview on the interview
guide for further elaboration after the interview. More in depth field notes were written
as soon as possible after the interview sessions and was used to supplement interview
data.
Trustworthiness
Trustworthiness is established when the researcher’s findings most authentically
reflect the meanings as described by the participants (Creswell, 1998; Lincoln & Guba,
1985). Trustworthiness involved establishing credibility (internal validity),
transferability (external validity), dependability (reliability), and confirmability
(objectivity). Credibility or what quantitative research refers to as internal validity
denotes confidence in the “truth” of the findings. Merriam (1998) suggests that
credibility deals with how congruent the findings are with reality; if the findings capture
what is really there; and if researcher is measuring or observing what she thinks she is
measuring. This involved utilizing strategies such as triangulation of data sources and
data collection methods, peer debriefing and member checking. Transferability, also
known as external validity involves showing that the findings have applicability in other
contexts. One strategy that was used to establish transferability in this study is rich, thick
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description. Dependability or reliability signifies showing that the findings are consistent
and can be repeated. Merriam (1998) suggested that the issue of dependability is not
whether or not the findings will be found again, but whether the results are consistent
with the data collected” (p. 206). In this study, a case study database was utilized to
establish dependability (Yin, 2003). The case study database contained all of the raw
data and was available for independent inspection. Confirmability, otherwise known as
objectivity refers to a degree of neutrality, or the extent to which the findings can be
confirmed by others. Reflexivity and triangulation are techniques that were used to
establish confirmability in this study.
Credibility
Ensuring credibility is one of the most important aspects in establishing
trustworthiness (Lincoln & Guba, 1985). Using multiple methods of data collection and
analysis, also known as triangulation, strengthens dependability (reliability) and
credibility (internal validity; Merriam, 1998). In order to establish credibility in this
study, several strategies such as triangulation of data sources and data collection methods,
member checking, peer debriefing, and clarification of researcher bias was utilized. The
aforementioned data sources were combined to provide rich information about the impact
of trauma on employment outcomes and other areas of life as perceived by three African
American women, and to validate findings. The triangulation of these sources allowed
for an in-depth picture into how experiences of trauma (from natural disasters, accidents,
violence, abuse, disability, death, and life stress) impact employment outcome and other
aspects of life for the African American women in the study.
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Trustworthiness was also enhanced through member checks. Lincoln and Guba
(1985) suggested that the strategy most critical for establishing credibility is member
checking. Member checks allowed participants to review data in order to confirm or
challenge the accuracy of the work (Creswell, 1998; Lincoln & Guba, 1985). Participants
were asked to identify any areas that may have been overlook or misinterpreted (Lietz et
al., 2006). This process of member checking occurred instantaneously during an
interview when necessary and after the data had been collected and analyzed. Since the
data analysis was deemed accurate according to the researcher and the participants, the
inquiry was considered valid and credible. The researcher used verbatim quotes from
interviews to support findings.
Peer debriefing was another strategy used to establish credibility that aid in the
trustworthiness of this study. Peer debriefing involved consulting with colleagues outside
of the research project who have experience with the topic, population, or methods
utilized (Creswell, 1998; Lincoln & Guba, 1985). In this study, peer debriefing was
ongoing between the researcher and the dissertation committee members and professional
colleagues. This process involved discussions about the proposed courses of action,
including those involving methods, meanings, and interpretations of data analysis. Peer
debriefing minimized bias and reactivity (Lietz et al., 2006) and kept the researcher
honest and open. In addition, peer debriefing also provided an opportunity for researcher
catharsis, and to remove any emotional involvement in the stories shared by the
participants in order to more clearly understand the data (Lincoln & Guba, 1985).
Credibility was also enhanced through clarification of researcher bias from the
outset of the study (Creswell, 1998; Merriam, 1998). It was the goal of the researcher to
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remain as nonbiased, accurate, and honest as humanly possible in every stage of the
research process. Other than the professional relationships of working with African
American females who experienced difficulty with employment and issues with trauma,
the researcher had no personal experiences of trauma. The researcher’s education and
counseling background, reflexivity, and peer debriefing aided in minimizing potential
bias. In addition, as an African American woman the researcher was careful throughout
the research process not to make any assumptions based on a shared racial background.
Every effort was made to avoid superimposing her experiences as an African American
woman upon the research process in any way.
Ensuring participant honesty is one way researchers promote confidence in the
credibility of their studies (Shenton, 2004). Shenton (2004) suggested several tactics that
was utilized in order to help ensure honesty in participants when contributing data. For
example, participants were informed that participation was strictly voluntary and they
were allowed to decide when they wanted to schedule the interviews in order to ensure
that they were genuinely willing and prepared to offer data freely. Rapport with
participants in the early moments was accomplished and the researcher informed
participants that there was no right or wrong answers; and that participants could be
honest and forthright. Participants were also informed that they can unconditionally
withdraw from the study at any point. The researcher utilized each of these techniques at
the onset of the study and some throughout the study when necessary.
Transferability
Merriam (1998) explained that transferability, or external validity is the degree to
which the study findings are relevant to other circumstances. This is often viewed as
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generalizability. Being able to generalize findings is not the intent of qualitative
research. In case studies, the researcher develops naturalistic generalizations,
generalizations that can be learned from a case either for themselves or for application to
other cases (Creswell, 1998). A rich, thick description of the participants in this study
and their experiences allows the reader to make decisions regarding transferability
(Lincoln & Guba, 1985; Merriam, 1998). A rich, thick description involved providing
enough description so that the readers can make judgments about whether or not findings
are transferable; in other words how closely their situations and the research situation
match (Lincoln & Guba, 1985; Merriam, 1998). To enhance transferability, the
researcher provided a description of the participants and their experiences in sufficient
detail so that one can determine to what extent the findings are transferable to other
times, situations, settings, and people. Demographic data and questions asked in the
interviews such as tell me about your experiences of trauma; what impact did experiences
of trauma (from natural disasters, accidents, violence, abuse, disability, death, and life
stress) have on your life physically, emotionally, and socially; and have you ever lost a
job (or any other opportunity such as an interview, networking social, or meeting) as a
result of your experiences of trauma (from natural disasters, accidents, violence, abuse,
disability, death, and life stress) gave the researcher the opportunity to provide a rich,
thick description of the participants and their experiences.
Dependability
The object of dependability or “consistency” is that the reader can concur that,
given data collected, the results, make sense, meaning that they are consistent, and
dependable (Lincoln & Guba, 1985; Merriam, 1998). The case study database was
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utilized to establish dependability. The case study database included all of the raw data
in the study. This database is similar to an audit trail and ensured that the findings were
supported by an accurate trail of records and data. This record of documents consisting
of the original transcripts, data analysis documents, and field notes was kept well
organized and readily retrievable and available for inspection.
Confirmability
Confirmability refers to a degree of neutrality, or the extent to which the findings
can be confirmed by others. One of the techniques that was used to establish
confirmability in this study was the use of reflexivity (Lincoln & Guba, 1985).
Reflexivity is an active acknowledgement and attitude of attending systematically to the
idea that the researcher’s biases, thoughts, actions and decisions would inevitably have an
impact on the meaning of this experience under investigation (Horsburgh, 2003).
Reflexivity was ongoing and attended to at every stage of the research process. The use
of reflexivity was important because it gave the researcher the opportunity to see how she
can help or hinder the research. The researcher utilized this strategy through reflective
communication with committee members and by documenting biases and thoughts for
subsequent reflection.
Ethical Considerations
Although qualitative researchers view reliability and validity differently than
quantitative researchers (Merriam, 1998), reliability and validity is essential to the
success of the study. Merriam (1998) explains, “ensuring validity and reliability in
qualitative research involves conducting the investigation in an ethical manner” (p. 198).
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Throughout the entire process of this study awareness of researcher bias and ethical
behavior was a conscientious process.
Consent
During informed consent, and again at the beginning of the interviews participants
were reminded that they can discontinue the interview at any time. They were also
reminded that they can decline to answer any of the questions. Potential risks of
participants included: a) possible shame or embarrassment; b) emotional distress or
discomfort; and c) possible loss of privacy even though records were handled with the
highest regard for confidentially. To protect the participants’ confidentiality, individual
identities were not recorded on study collection records. Instead, a pseudonym was
assigned to each participant and this name was used as the identifier on all records. All
findings were reported anonymously in summary form using the corresponding
pseudonym.
Data Storage and Security
The interviews were audio recorded, with the participants’ permission, and
transcribed using pseudonyms to protect their identity and enhance confidentiality. No
identifying information was on transcripts; and the researcher and dissertation
chairperson was the only people that had access to information that can identify
participants. These data were stored on a jump drive with password protection for each
document to avoid unauthorized observation. Hard copies of data were filed in the case
study database and stored in a locked file in the researcher’s home office. All IRB
documents and data collection materials including audio recordings, field notes,
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transcriptions, and other documents will be destroyed within five years after completion
of the study (or publication, whichever comes later). The materials will be shredded and
erased at that time. Meanwhile, the data will be kept in a locked drawer in the
researcher’s home office.
Data Analysis
The researcher analyzed the data collected to answer the research question and to
determine what was consistently being said. This established a chain of evidence (Yin,
2003) by which findings can be verified. Merriam (1998) explained, “the right way to
analyze the data in a qualitative study is to do it simultaneously with data collection” (p.
162). Doing so guided the direction of the study and assisted in narrowing the focus.
Data analysis was guided by procedures as described by Creswell (1998) and Merriam
(1998). These procedures as described in Creswell (1998) and Merriam (1998) were: 1)
create and organize files for data; 2) read through text, make margin notes, and form
initial codes; 3) describe the case and it’s context; 4) aggregate data into categories and
establish patterns of categories; 5) use direct interpretations and develop naturalistic
generalizations; and 6) present a narrative. A more detailed description of the data
analysis is described below.
Phase I Data Analysis
Merriam (1998) advocated data analysis simultaneous with data collection. To
that extent, after the first participant interview, the data were transcribed verbatim, using
the exact words of the participant. Afterward the researcher reviewed the transcripts while
listening to the audio recording to ensure accuracy. The participant was given a pseudonym
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to protect her identity. This transcription was entitled “Pseudonym 1 1st Interview”
indicating that this is the first interview of the first participant. The purpose of the study and
the research questions were reviewed. The transcribed interview was read, while
highlighting and making marginal notations about tentative themes, and statements or phrases
that were potentially meaningful or relevant to the research questions. Field notes were
reviewed in the same manner making notations about ideas, tentative themes, concepts that
were potentially meaningful or relevant to the research questions. The transcripts and all of
the data collected for participant 1 were placed in a file folder labeled “Pseudonym 1”
interviews, field notes, and documents. Labeled dividers were utilized within the folder to
separate transcripts and field notes. This entire file was placed in the case study database.
After the interview of the second participant, this process was repeated; and was
subsequently repeated for the third participant. The data were transcribed verbatim, using the
exact words of the participant. Afterward the researcher reviewed the transcripts while
listening to the audio recording to ensure accuracy. The transcript was entitled “Pseudonym
2 1st Interview”. The purpose of the study and the research questions were reviewed. The
transcribed interview was read, while highlighting and making marginal notations about
tentative themes, and statements or phrases that were potentially meaningful or relevant to
the research questions. Field notes collected were reviewed in the same manner, making
notations about ideas, tentative themes, and concepts that were potentially meaningful or
relevant to the research questions. The transcripts and all of the data collected for participant
2 were placed in a file folder labeled “Pseudonym 2” interviews, field notes, and documents.
Labeled dividers were utilized within the folder to separate transcripts and field notes. This
entire file was placed in the case study database. Again, this exact process was repeated after
the first interview for participant 3. The data were transcribed verbatim, using the exact
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words of the participant. Afterward the researcher reviewed the transcripts while listening to
the audio recording to ensure accuracy. The transcript was entitled “Pseudonym 3 1st
Interview”. The purpose of the study and the research questions were reviewed. The
transcribed interview was read, while highlighting and making marginal notations about
tentative themes and statements that were potentially meaningful or relevant to the research
questions. Field notes collected were reviewed in the same manner making notations about
ideas, tentative themes, and potentially meaningful concepts relevant to the research
questions. The transcripts and all of the data collected for participant 3 was placed in a file
folder labeled “Pseudonym 3” interviews, field notes, and documents. Labeled dividers were
utilized within the folders to separate transcripts, field notes, and other documents. This
entire file was placed in the case study database. After the second and third individual
interview of each participant, the same process from transcribing the data to filing the data in
the perspective folders in the case study database was repeated. Later, an electronic copy of
the case study database was created by scanning and saving all of the hard copies of files to a
jump drive for ease of access. At the end of this phase of data collection, the researcher
assigned each pseudonym a female name for the narratives and made note of the assignment
in the database. From this point, the researcher engendered a detailed description of the case
and its context.

Phase II Data Analysis
After all of the interviews were completed, a more intense second phase of data
analysis proceeded. The researcher coded and categorized the raw data from the transcripts
and field notes. Auerbach and Silverstein (2003) suggested that codes allow researchers

to move from raw text to develop themes that allow them to answer research questions.
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In a similar sense, Merriam (1998) stated that “categories are the answers to your research
question(s)” (p. 183). In this study, coding and categorizing were used to group similar

content from each interview together under one category or code. The researcher printed
and reread the transcripts for each interview line by line, looking for meaningful passages
relevant to the research question “How do experiences of trauma (from natural disasters,
accidents, violence, abuse, disability, death, and life stress) impact VR employment
outcome for African American female VR clients?” Potentially relevant statements and
phrases were marked with a highlighter. The transcripts were read an additional five
times, each time using a different color highlighter and underlining new, and previously
unnoticed potentially relevant statements and meaningful passages. Each highlighted and
underlined passage was moved (copied and pasted) to a new document, and categorized
by question. A short descriptive or summary phrase or word was used to label each
marked statement or phrase within each category. Those short descriptive words or
phrases were viewed as the initial codes, and upon repeated review of the codes, possible
tentative themes began to emerge. Because the literature specific to African American
women with disabilities was scarce, the researcher considered the available literature
specific to individuals with disabilities to establish initial codes and categories.
After repeatedly reading and reviewing all of the codes and the passages within
each category, the researcher looked for established patterns in the data that aided in the
understanding of how the experiences of trauma (from natural disasters, accidents,
violence, abuse, disability, death, and life stress) impact VR employment outcome for
African American females. From these patterns tentative themes were affirmed and
documented. There was some degree of noticeable overlap in the themes in each
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question, which lead to a regrouping of the statements and phrases, not by question, but
instead by tentative themes. After reviewing the tentative themes (and statements and
phrases within each), final themes were created. Each of the final themes appeared to be
descriptive experiences of how the participants were impacted by the trauma.
Subsequently, the researcher was able to develop naturalistic generalizations and provide
narratives about the impact of trauma on employment and other aspects of life for African
American women with disabilities.
Design Limitations
Several limitations of the case study design are discussed in this section. Merriam
(1998) explained that “case studies can oversimplify or exaggerate a situation leading the
reader to erroneous conclusions about the actual state of affairs” (p. 42). Qualitative case
studies are also limited by the sensitivity and integrity of the researcher. As previously
mentioned, the researcher is the primary instrument of data collection and analysis, and is
left to rely on her own instincts and abilities throughout most of the research effort.
Therefore, it was a priority for the researcher to be aware of biases that can affect the
final product. In addition, there are no guidelines in constructing the final report of the
case study, and training in observation and interviewing is necessary, but not always
readily available to aspiring case study researchers. Consequently, the researcher used to
her advantage a professional eight-year background in counseling in which extensive
knowledge and experience in observation and interviewing as well as report writing was
acquired. Further limitations involved the issues of reliability, validity, and
generalizability that were previously addressed in a prior section of this chapter. Finally,
although the case study method results in a rich and holistic account of a phenomenon,
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the product may be too lengthy, too detailed, or too involved for busy policy makers and
educators to read and use.
Chapter Conclusions
Chapter three began with a description of the chosen design for the study. The
discussion of the qualitative case study method illustrated the expectations and
assumptions of design. A purposeful sampling approach was utilized for this study to
increase the depth of understanding of the role of trauma in employment outcome and
other areas of life for African American females. After obtaining permission for the
study, solicitation of participants, consent, and data collection procedures proceeded.
These data collection methods provide information that led to increased knowledge and
understanding of the phenomenon of study. Data analysis and the identification of
themes were conducted most closely according to procedures described by Creswell
(1998). Further, trustworthiness was enhanced in a number of different ways including
triangulation, member checking, and reflexivity. Design limitations were acknowledged
and minimized when possible to ensure the success of the study.
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RESULTS
Introduction
This study sought to explore how experiences of trauma affect the rehabilitation
employment outcome for African American women, but many issues beyond
employment outcome was uncovered. Because of the flexible and exploratory nature of
the study, the researcher employed the qualitative case study method (Creswell, 1998;
Merriam, 1998; Yin, 2003) and was able to comprehensively view the experiences of
trauma and its subsequent impact on several aspects of life. In utilizing the case study
approach, the researcher was able to become more aware of the needs of this population
and consider information that can help improve the system and services for this specific
group including access, employment, education and training, community awareness, and
supports.
The overarching research question that was addressed in this study was: How do
experiences of trauma (from natural disasters, accidents, violence, abuse, disability,
death, and life stress) impact VR employment outcome for African American female VR
clients? There were three core interview questions that guided the research:
1.

How did experiences of trauma (from natural disasters, accidents,
violence, abuse, disability, death, and life stress) affect your employment
or VR process?
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2.

What impact did experiences of trauma (from natural disasters, accidents,
violence, abuse, disability, death, and life stress) have on your life
physically, emotionally, and socially?

3.

Have you ever lost a job (or any other opportunity such as an interview,
networking social, or meeting) as a result of your experiences of trauma
(from natural disasters, accidents, violence, abuse, disability, death, and
life stress)?
Selection of Participants

A purposeful sampling approach was utilized to recruit participants for this study.
Merriam (1998) highlights that “purposive sampling is based on the assumption that the
investigator wants to discover, understand, and gain insight, and therefore must select a
sample from which the most can be learned” (p. 61). The researcher had hoped to recruit
six-eight women from the Mississippi Department of Rehabilitation Services (and
collaborative agencies), Mississippi Independent Living Centers, and Mississippi State
University. The selection criteria included the following factors: (a) identify as an
African American woman; (b) must be at least 18 years of age; (c) recipients of VR
services; and (d) have experiences of trauma. The researcher contacted agencies that
served persons with disabilities in person, by phone, and through email over several
months to solicit participants for the study. After receiving permission from the clients
served, one of the agencies provided the contact information for two of the participants
who decided to participate in the study. After making contact with these participants,
they too were asked if they knew of other women that may want to participate in the
study. One woman who was referred by one of the participants met the selection criteria
and agreed to participate. She was also asked if she knew of other women that may want
to participate in the study. No other women that she knew were interested in participating
in the study. The previous agencies and participants were asked on repeated occasions if
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they knew of other women that may be interested in the study. After 9 months, no other
women were recruited for the study.
A table outlining some of the relevant background and demographic information
for each participant is included below. The intention of this table is to give a brief visual
overview of the participants.
Table 1
Participant Demographics

Name

Layla

Jada

Monique

Age

31

31

41

Education

2 ½ years
college
Unemployed

2 years college

12th grade

Employed part
time

Unemployed

Current
Employment
Status
Previous
Employment
Status
Primary
Disability
Secondary
Condition(s)
Type of
Trauma

Employed
Employed full Employed full time and part
full time time and part time
time
T-12 SCI

T-10 SCI

MS

Pressure
Sores;
Pain

PTS;
Pain

Morbid obesity; Legally
blind; Chronic UTIs;
Pain

Car accident

Domestic
violence;
Emotional,
physical, and
sexual abuse;
Unsafe home
environment

Catastrophic hospitalization
where she spent five months
and eight days in the
hospital, and 6 to 8 weeks in
an induced coma with no
known diagnosis at that time
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Introduction of the Participants
Jada was a 31 year old African American female with a T-10 SCI which caused
damage to her thoracic nerves that affect abdominal and back muscles. Jada suffered a
gunshot wound in 2002 by her ex-boyfriend with whom she had recently ended the
relationship and was “semi-paralyzed” as a result. She also experienced post-traumatic
stress (PTS) and pain as secondary conditions, as well as emotional, physical, and sexual
abuse, while living in an unsafe home environment most of her life. Jada felt that she
experienced some type of trauma every day, on an ongoing basis. A glimpse of her
experience is in the statement below.
My trauma started from the time I was born….I dealt with emotional abuse; I
watched my mom be abused…I have never seen him hit her, but he always talked
to her any kind of way. He called her anything. He’s called me out of my name
even as a child at that young age, I’ve seen him do things a child shouldn’t have
to see. In one incident he slashed my face; he was on a binge and he had got a belt
to whip me….I didn’t like to be around my father and his addiction…he used
drugs all the way up until I was in the 10th or 11th grade. He put one addiction
down and picked up another one which was alcohol… Before the alcohol he was
using crack cocaine…he used crack cocaine and he smoked it every day
sometimes all day…. He (grandmother’s neighbor and employee) molested me
from 4th grade all the way up until like to 6th grade. Every 2 weeks or once a
month I was molested by him.
Layla was a 31 year old African American female with a T-12 SCI which caused
damage to her thoracic nerves that affect abdominal and back muscles. She also suffered
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from pain and pressure sores as secondary conditions. Layla was in a car accident in
2006 that “left her paralyzed from the waist down”. Layla concluded:
When my truck flipped, I went out the front windshield, snapped my spine, and
that left me in a wheel chair… I remember lying on the ground at the wreck and I
remember shadows, cause people were hovered all around me and I just
remember a voice “she’s breathing, she’s breathing, she opened her eyes, don’t
move her” and I remember I kind of cut my head over to the side and I’m looking
at my truck upside down… but I was lying on the ground…and I remember I was
trying to get ready to try to lift up, but I felt somebody’s hand holding me back
down, and they was like “don’t move her, don’t move her...just keep her real
still”....when they finally gave me a mirror to see myself, I just broke down
crying, all this was just (pointing at her face) this side, was just all ate off, just
white and pink, and scabbing areas...I had the perfect black eye; the perfect circle
from the impact. My head still had glass in it…
Monique was a 41 year old African American female with a Multiple Sclerosis
diagnosis and several other secondary conditions. She was morbidly obese, legally blind,
had chronic urinary tract infections, and was “confined to a wheelchair”. She also
experienced ongoing pain as another secondary condition. Monique experienced a
catastrophic hospitalization in 1999 where she spent 5 months and 8 days in the hospital,
and six to eight weeks in an induced coma with no known diagnosis at that time. In a
frustrating tone, and a noticeable degree of anxiety, Monique gave an account of her
hospitalization:
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I kept going to the doctor and they said oh it’s just an ear infection, you have
vertigo…I had real sharp pains in my ear, and I went back and forth to the
emergency room. They kept saying its vertigo, this will clear up, so it’s nothing
to be worried about. When I actually found out what was going on with me, by
this time, I had spent 5 months and 8 days in the hospital, 6-8 weeks in an induced
coma. I didn’t know what was going on….my sister and the nurse helped me back
to the bed…it wasn’t long after that she said that I crashed and when I crashed the
next thing you know she said they were bagging me up to ICU and from that point
on…I had no clue of what happened...even then, they still didn’t know what was
going on with me, they had no clue, from December to May even during that time
they sent me back and forth to see a specialist and nobody could figure out what
was going on; they tested me for everything, and I will never forget it…
Background of the Participants
Jada and Monique worked in retail at a shoe store as a Shoe Salesperson (Jada)
and a Shoe Fitting Specialist (Monique), and Layla worked in a factory setting. All three
participants worked full time prior to the trauma, and Jada and Monique had two jobs.
Jada was also in college prior to the trauma, and was in the process of furthering her
education at the time of the interviews. Layla began working on a college degree as a
result of not being able to find employment after her trauma. Each of the women led
ambitious and independent lives prior to the trauma.
Two of the women were not working at the time of the interviews. Jada was
currently working part time. Layla worked after her trauma, but had since lost her job
due to transportation issues. Monique had not worked at all since her trauma. She said
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that she had been offered assistance with finding employment, but was not confident in
her ability to work in general, or her ability to work and keep her benefits. Layla, the
other participant that was not employed at the time of the interviews shared similar
concerns about working and receiving benefits. Consequently, Layla made the decision
not to look for employment, but to go to school instead. These and other concerns shared
by participants are discussed further in a later section labeled “Concerns”.
Jada, Layla, and Monique lived in their own apartments or homes prior to the
trauma and provided for themselves and their families without difficulty or hardship. All
three of the women took pride in being able to provide for themselves without having to
depend on anyone else. Two of the women, Jada and Monique, were parents of young
boys at the time of the trauma. Layla did not have any children. All three of the women
were unmarried, and none of them indicated that they were in a relationship at the time of
the interviews. Two of the participants, Jada and Layla, were in relationships prior to the
trauma.
At the time of the interviews, Jada and Layla were living in their own apartments.
Monique was living with family members. Although she indicated that she was
appreciative of being able to live with family, Monique’s desire was to live
independently, in her own apartment. Yet, she was not confident in her ability to do so.
Jada and Layla were able to drive at the time of the interviews, and they both had
personal vehicles. Monique expressed that she wished that she could drive, and had tried
to drive at one point after the trauma, but her physical condition did not allow it. At the
time of the interviews she did not believe that driving, or having her own transportation
was an option.
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All of the participants were hospitalized for an extensive amount of time
following her trauma. One of the participants, Layla indicated that she was in the
hospital in an intensive care unit (ICU) for a week, and spent another month and a half at
a specialty hospital that treats SCIs. This participant also spoke about her extensive two
month outpatient rehabilitation treatment that followed those two hospital stays. Even
though she lost a lot of her physical abilities and needed a caregiver, Layla
communicated that she strongly desired to go home while she was at the hospital and in
recovery. Another participant, Jada, also indicated that she was in ICU for a week after
her incident, and later moved to a different part of the hospital for an additional two
months. She was physically incapable of living on her own at the time, and was
indifferent about returning home. Monique said that she spent 5 months and 8 days in the
hospital, and six to eight weeks in an induced coma. During her recovery period,
Monique expressed that she was happy to get back home to her son, even though she was
not able to do much on her own for herself or her son. All of the participants expressed
that they had major adjustment issues and had to learn a new way of living and being
upon returning home. Jada, Layla, and Monique lived in their own apartments or homes
prior to the trauma and provided for themselves and their family without difficulty or
hardship.
Each of the participants indicated that they had minimal experience with VR.
Jada had a four month VR process in which she indicated that she had been successfully
rehabilitated for 8 months. Layla concluded that she did not have much of a VR process
and said that she “guess she was rehabilitated” when questioned about her closure status.
She indicated that she did not receive a lot of employment assistance from VR, but they
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were resourceful, and helped purchased things that she needed for school. Her account is
written below.
I usually handle things by phone versus driving out there…if I have any
questions, I contact them and usually if they don’t have the answers they’re able
to point you in the right direction. They’re a good form of resources. They do
networking…once I do finish school I can go through her and find a good part
time job working 20 hours a week. That would be another source of income. I
would just have to check first to see if that will affect my attendant care, if so then
I don’t do it... my case is closed at this time, but I can reopen it if I needed
something. They closed it because they helped me get some books for school and
purchased me a laptop…but they’ll open it to do something for me and then
they’ll close it right back…if it’s something that I need and it’s in the guidelines,
they try to assist me…sometimes I get denied.
Monique said that she refused to go through with the VR process after
considering that she could possibly lose her disability benefits if she started working.
This is not an unusual response as acknowledged in previous literature. Her concerns are
documented later in the section reflecting participant concerns. In spite of the limited VR
employment experience suggested, each of the participants received indispensable
services through VR, including modifications to their homes and assistive technology
devices. Monique indicated
I recently worked with a VR counselor earlier this year and then I worked with a
different one years back, they completed my ramp for me, they replaced my seat
cushion, they have purchased 2 wheel chairs for me, so I’ve worked with several
86

of their counselors...I was working with independent living, I never really worked
with VR (employment) because I chose not to do that program, but they all pretty
much under the same umbrella…
Jada and Layla also spoke with great appreciation about the informational and
educational assistance that they received. Jada’s account is captured below.
Six or seven months after my injury, I received a VR counselor and she was going
to try to help me further my education, buying a computer or something like that
to do online classes. Four years ago when I went to her about wanting a job, she
hooked me up with ability works and the counselor tried to help me find a job and
that didn’t work for like four years… They helped me and tried to help me get a
job, but (shoulder shrug, shaking her head no) I am glad they were there though to
help because I didn’t realize that when you go in for a job, and you have a
disability, they look at you as a liability versus, you actually having somebody
that can do the work. Voc rehab really helped with that part of it.
Considering that the researcher was unable to obtain specific information and
documentation regarding the VR process and services utilized by participants in the
study, this research utilized the case study approach to focus on the information that was
provided by participants which was the impact of trauma on employment and other
aspects of life. This case study was continued in hopes to provide information for
improved rehabilitation services, information, and interventions for individuals with
disabilities, particularly African American women with trauma experiences.
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Overall Thematic Expression
Data were collected by interviews and analyzed by procedures described by
Creswell (1998) and Merriam (1998). The researcher conducted the interviews from
May 2013 through February 2014 at a time and place convenient for participants. The
results of the interview analysis were concluded by question with corresponding themes
from each question that emerged from the data. Ultimately, as a result of the overlap in
themes from the questions, one overall thematic expression, The Impact was presented.
This thematic expression revealed that although the trauma experiences of the women in
this study were unique from person to person, they all shared the impact, or experience of
life after the trauma which was very different from life prior to the trauma. Rarely did
the women talk about their experiences after the trauma without making reference to life
before the trauma. Many times there was a specific before and after comparison, with the
women making reference to “before” my injury, or trauma, and “after” or since my
injury, or trauma. It was clear that the trauma that these women experienced had a
significant impact on their lives. After reading and rereading the self-transcribed
interviews and field notes for each participant, potentially relevant statements and phrases
were marked with highlighters or underlined. Each highlighted and underlined passage
was moved (copied and pasted) to a new document, and categorized by question. A short
descriptive or summary phrase or word was used to label each marked statement or
phrase within each category. Those short descriptive words or phrases were viewed as
the initial codes, and upon repeated review of the codes, possible tentative themes began
to emerge. After repeated reviews all of the codes and the passages within each code, the
researcher looked for established patterns in the data that aided in the understanding of
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how the experiences of trauma (from natural disasters, accidents, violence, abuse,
disability, death, and life stress) impact VR employment outcome for African American
females. From these patterns tentative themes were affirmed and documented. There
was some degree of noticeable overlap in the themes in each question, which lead to a
regrouping of the statements and phrases, not by question, but instead by tentative
themes. After reviewing the tentative themes (and statements and phrases within each),
final themes were created. Each of the final themes appeared to be descriptive
experiences of how participants were impacted by trauma. Subsequently, the researcher
was able to develop naturalistic generalizations and provide narratives about the impact
of trauma on employment and other aspects of life for African American women with
disabilities.
Accordingly, five themes were included in the overall thematic expression, The
Impact, and there were four additional subthemes that were included under two of the
themes. A figure of The Impact is included below. These five themes and the additional
subthemes are identified and considered in more detail in the following sections.
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Figure 1.

The impact.

The Impact
Each of the participants encountered five key experiences which shaped the
overall thematic expression, the impact. These five key experiences were concluded as
the final themes and are listed below:
1.

Unfavorable physical condition and pain

2.

Concerns

3.

Lack of confidence surrounding employment

4.

Loss
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5.

New perspective in terms of attitude

After reviewing the final themes (and statements and phrases within each), two of the
final themes, concerns and loss warranted further analysis. Accordingly, several phrases
were created based on the description of the concerns and the loss that participants
expressed. These phrases were categorized and labeled as subthemes. There were four
subthemes that emerged from concerns and four subthemes that emerged from loss. The
four subthemes for “concerns” were regarding employers and service providers,
accessibility and accommodations, a compromised immune system, and disability
benefits. The four subthemes that emerged in the theme “loss” were independence,
leisure and social participation, relationship, and job. Each of the above themes and
subthemes are reviewed further in the subsequent sections.
Unfavorable Physical Condition and Pain
“I was in a lot of pain...”
One of the key experiences that were familiar among all participants was an
unfavorable physical condition and pain. This experience was captured in discussions
with participants referencing their condition ranging immediately before experiencing the
trauma to more current times. Each participant recounted their pain-filled experience with
varying emotions. Layla displayed anguished facial expressions and hand gestures to
illustrate her pain and discomfort as she spoke.
I was in a lot of pain. For the first two weeks I cried all night; you can’t get
comfortable, you can’t rest. Right after I had my first surgery, I had to wear like a
turtle shell, because that’s what it looks like. You got all these wraps and things
on up under it, and if you shift wrong those things can roll up and that’s what was
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happening and ...sometimes it would be pressing into the incision, and then I got
that turtle shell that’s pressing to hold my spine, and all that together...it was
crazy. Now, I have a nerve laying against a bracket in my back and sometimes I
have back issues. I feel like a little old person. Sometimes it feels like my limbs
lock up on me…. Sometimes I have shooting pains that come through my legs.
Sometimes it breaks my sleep.
In a distressing tone, Jada recalled her condition as indicated below:
I was in bad shape…I couldn’t do anything for myself. I was in a body cast, and
couldn’t like move my arms or anything. Since I’ve been working, I’ve been
having to go back and forth to the doctor for like swelling from my feet hanging
all day. I have a lot of swelling, and my legs swell, and it hurt me a lot now.
Although Jada experienced pain and discomfort, it did not seem to prevent her
from working or wanting to work. She was the only one of the participants that was
employed at the time of the interview. Conclusions cannot be drawn regarding this
aspect of Jada’s experience, but Jada seemed more motivated about finding employment
as opposed to the other participants. This motivation could have stemmed from her not
wanting to return to the unsafe home environment where she experienced emotional,
physical, and sexual abuse from men in which she had previously known. The other
participants had not mentioned any abuse issues or an unsafe home environment, but they
were concerned about losing disability benefits if they worked. Jada felt that life had
more to offer her than the disability benefits. This reference as well as comments from
the other participants regarding disability benefits is discussed later in the chapter. Jada
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affirmed that she often missed work because of her condition and like other participants
in the study, she had more doctor visits now as opposed to before the trauma.
Monique gave a more detailed account of her physical condition and pain early
on, immediately before a major hospital incident, succeeding the incident, and after she
was diagnosed. Her tone was that of frustration and anger at times as she recalled some
of the incidents, even though she was not able to tell me about her experience firsthand,
immediately following the trauma as the other participants did. Monique’s initial
experiences are captured below:
I kept going to the doctor and they said “oh it’s just an ear infection; you have
vertigo,” and that’s what it started out with. I had real sharp pains in my ear. And
I went back and forth to the emergency room. They kept saying “its vertigo; this
will clear up, so it’s nothing to be worried about”….Now back in December, my
friend got married, and I went to the wedding and everything and after I got sick
and all of this, the psychiatrist said I was depressed about my best friend getting
married and going on and my sister was like “my sister is not crazy; she’s not
depressed over that, there’s no point in sending her...” At that time they wanted to
send me to the PSYC ward because they thought I was crazy. And so we fought
that and it just so happen that because she fought for me not to go down there, that
same night is when I crashed, when they had to bag me and take me to ICU, but if
I had agreed to go to the PSYC (ward), I wouldn’t have never made it and I
wouldn’t be here today.
Misdiagnoses are not uncommon for people with MS (Rumrill, 2009) because of
the unpredictable symptomology, and a lack of a clear diagnosis procedure. These issues
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can lead to further emotional and physiological difficulties and a distrust or lack of
confidence in healthcare professionals. Because Monique felt that the professional was
wrong in this case, with the support of her sister she was able to reject the professional’s
advice. She believes that she is alive today because she disagreed with the professional’s
initial diagnosis.
Monique further discussed her condition before the major hospital incident.
I didn’t know what was going on….I started noticing my vision started changing
and… it was bleeding behind my eye…. I was nauseated. I was still having pains
in my left ear; it felt like lightning strikes in my ear and they just went ahead and
admitted me. I ended up actually having dinner and …I was eating some cake and
I asked for another piece of cake and they brought it to me, and I was like I can’t
swallow this…then I got up and went to the bathroom, and when I got to
bathroom I couldn’t get back up. I was like I can’t move my legs. So my sister
and the nurse helped me back to the bed and everything, and it wasn’t long after
that …I crashed and …from that point on...I had no clue of what happened. I lost
my vision…started having mini seizures…when I finally came around, the only
thing that I could do was blink my eyes once for yes and twice for no. I had a
trachea. I had a feeding tube…
Monique relied on the information that she received from her sister and other
family members, as she was not fully cognizant of what had happened, or what was going
on when she woke up in the hospital. The frustration in her voice continued as she spoke
about her condition following the incident at the hospital and the lack of a clear
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diagnosis. She exclaimed “they had me in a medically induced coma for like 6-8 weeks
and… even then, they still didn’t know what was going on with me. They had no clue.”
After she was able to obtain the MS diagnosis, Monique continued to describe her
condition regarding MS and other secondary ailments in a displeasing tone.
MS is so unpredictable, it’s always something totally different with MS, almost
never have the same symptoms…I keep recurring UTIs. My legs hurt me like oh
my god somebody’s stabbing them. I’m having migraine headaches. I’m
morbidly obese. I’m confined to a wheel chair; if I do walk I have to have
someone pushing the wheel chair behind me and I’m on a walker…
As Monique recalled the constant emergency room visits and the doctors’
inability to diagnose and treat her appropriately, she raised her voice and moved her
hands in an anxious and perturbed manner. She and other family members were upset
about the pain that she experienced, and she felt that her condition was dismissed and
disregarded by doctors. Despite her unfortunate experiences in the hospital, and with
different doctors, she persisted, and was eventually diagnosed, treated, and released.
However, her treatment is ongoing due to the severity of her symptoms and secondary
conditions.
The perception of pain and physical condition was less than optimal for all
participants. Although all of the women were challenged by physical limitations and
other problems, it appeared that Monique was presently challenged more by her physical
condition and the unpredictability of her symptoms than others in the study. The
unpredictability of the symptoms of MS was challenging, and the psychological impact
appeared to be overwhelming for Monique triggering distress, frustration, and anxiety.
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Unfortunately, many people living with a MS diagnosis contend with this challenge as
well as the negative emotions that accompany it on a daily basis.
Monique talked at length about her physical condition including how it prevented
her from working. In her interview she discussed how she felt that her vision, her weight,
and her wheelchair kept her in “bondage” and from working.
I’m legally blind; my vision in my right eye is 2300, and I’m completely blind in
my left eye, so it’s limited you know….I’m morbidly obese…. If I were to use my
power wheelchair, I would have to buy a van or something like that. The weight
of my power wheelchair is 472 pounds or something like that and with my weight
being 400 plus, the weight capacity on those lifts are like a thousand pounds, so I
have exceeded that you know, so therefore the power chair is out. And with my
manual chair, we could actually do the lift because we wouldn’t exceed the
weight capacity, but my manual chair is wider than the lift, so I can’t get up there
with that, so that’s you know, what’s stopping it. And if I still wanted to go, it
would be hard to try to find somebody that would take me and have to lift up this
chair, put it in, and get me in; that’s too much….and I most definitely have more
doctor visits now than before my trauma.
In the previous passage, Monique’s perception of challenges with her vision and
weight combined with her wheelchair seemed insurmountable, discouraging, and
burdensome. Because she was unable to drive, and would have to find someone to assist
her with getting in and out of the wheelchair and the vehicle, and with getting her
wheelchair in and out of the vehicle, she chose not to go to work or anywhere else. For
Monique, the complexity of her challenges was too exhausting for her to contend with,
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and too much to ask of anyone else. These issues combined with the unpredictable
symptomology of MS such as sharp pains in her ears, chronic UTIs, migraine headaches,
and the stabbing pain in her legs, validated the concerns that she expressed, her loss of
independence, social participation, and leisure, as well as her lack of confidence.
Consequently, this negatively impacted her overall quality of life. This is not only true of
Monique, but it is also true of the other participants in the study. Their unfavorable
physical conditions and the pain that they experienced underscored their concerns
expressed as well as their loss of independence, social participation, and leisure, and lack
of confidence. These experiences brought about new perspectives on life for each
participant.
Concerns
“After my injury, I was the one worried from the trauma…”
The second theme generated in the impact was participant concerns. Participants
seemed anxious and concerned about several different aspects of life following the
trauma, none of which were valid or existent prior to the trauma. Each concern was
individually listed as a subtheme. The concerns that most commonly surfaced among
participants were regarding employers and service providers, accessibility and
accommodations, a compromised immune system, and disability benefits. Although
some of the concerns regarding employers and service providers overlapped with
concerns about accessibility and accommodations, the information presented warranted
acknowledgement as independent subthemes. Thus, the subthemes are separated solely
for the purpose of acknowledging them as individual concerns.
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Employers and Service Providers. Participants had a lot to say about employers
and service providers, although it was not clear at times if they were referring to
employers or service providers. One major concern that Jada wanted someone to address
was the lack of knowledge among service providers and employers. She appeared
agitated and disappointed with service providers as she recaptured her experience. Her
appeal is shown in the passage below:
Well they can advocate; they, some, already advocate for us, but...they just don’t
know, I call it ignorance. They can make sure that business owners have the
paperwork, or the information about making work places accessible, about basic
general stuff, basically just to inform them more, or make it mandatory, especially
like with Medicaid and stuff like that. I’m looking like, you’re getting
government money, but your business is not accessible to treat the people, you
know, just information.
A need for advocacy and more information is a valid concern for people with
disabilities, specifically regarding accommodations and work place accessibility. Jada’s
concerns were consistent with previous research indicating that healthcare facilities and
providers were ill-equipped with services suitable for women with disabilities (Banks,
2010; Field & Jette, 2008). Inaccessibility and a lack of accommodations were specific
matters that the research noted. Regarding employers, Jada believed that she would be
prejudged, and not given the opportunity to prove her value. She also believed that
employers were unaware of the advantages of hiring her. Her perception is detailed
below.
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Now a lot of them look at me as a liability rather than I can really advance their
company, and help…I think that prejudice against people with a disability,
ignorance has a lot to do with it; I think they feel they will have to help me instead
of me helping them and have to make different accommodations…some places
look at the physical and they see me in a wheelchair, but they don’t know the
skills that I acquire.
Layla also felt that if employers were somewhat knowledgeable about her
condition, the working relationship would not be as stressful for her. Her comment is
stated below.
Just being knowledgeable about the fact that I have a disability and taking that
into consideration…. And I think that if I’m out sick and I am able to bring a
doctor’s excuse that you can verify, then that should be sufficient. I shouldn’t
lose my job, or worry about a write up for something I can’t control. Now if I just
don’t come to work, then by all means treat me like any other employee that don’t
come to work; but if I’m out for a legitimate reason, and you know about it…
In accordance with Jada, Layla desired employers to be more knowledgeable about
disabilities. Unfortunately because of a lack of knowledge, many negative assumptions
and stereotypes are formed regarding people with disabilities and their abilities. This can
be more of an issue for African American women with disabilities, combating stereotypes
and negative assumptions of race, gender, and ability status. More about this specific
concern is shared in the next section regarding accessibility and accommodations.
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Additionally, Layla believed that she would be better served by doctors in her
previous state of residence. In an anxious tone, she briefly discussed her concerns that
she viewed as life threatening.
A lot of these companies now, you know by us being in Mississippi, the
healthcare companies they have is really not all that good…I wanted to stay up
there because I knew the doctors were going to be a lot better than the ones here
and I’m not lying to you, it’s like I’ve got here and people have tried to kill me so
many times. I’m serious, they’ve taken me close on three occasions. They’ve
almost taken me out of here; that’s why I did not want to come back here because
these people are not knowledgeable on SCIs…
Monique discussed concerns that she had regarding the Home Health Aids that
helped her with her personal care. She felt that she could settle for less than acceptable
care from some of the Home Health Aids because she knew that she would eventually
receive better service.
I have had three or four bad experiences with substitute aids coming in here and
then they want to run back and tell something that’s not true and I aint got time
for that. I would just rather not have nobody... I had one lady that come in and
work with me five days a week….She gave me a superb bath…but then I have
somebody that comes in on Saturday and Sunday. It’s like oh I’m getting a bird
bath, whatever, but, my thought process is…well they need this job, they need
these little hours, so hey, I can deal with this for two days, but I don’t want these
people seven days a week. I just can’t handle it, but I can deal with this for these
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two days…but I do know come Monday morning I’m going to get another superb
bath so hey, I can deal with this two days…
Accessibility and accommodations. Layla had a similar disposition regarding
accessibility and accommodations. Her appeal is described in the following paragraph.
I’m hopeful that more companies will have their establishments set up where they
are accessible, for someone in a wheelchair to work comfortably just like a
normal employee that’s walking….. I don’t need a whole bunch of extra stuff. I
just need the bare minimum. I just need a wide enough door my chair can fit into.
I don’t need grab bars and all that. I have pretty good trunk control. I balance
myself pretty well. I also need, handicapped parking because if it’s pouring down
raining, I don’t want to park...and get drenched and then I’m drenched going to
the parking spot and I’m drenched that much more because I gotta break my chair
down and put it in the vehicle with me; that’s about it. I don’t need a special
screen or anything if I’m doing call center work or something like that, just basic
accommodations.
Like most people, Layla didn’t want to come across to employers as being
excessive in what she needed in order to do her job. She wanted to be to be treated fairly,
and to be offered the same opportunities afforded to others. She felt that it was the
employer’s responsibility to be knowledgeable and accommodating in this sense and in
other ways as well. Seemingly somewhat irritated, Layla elaborates in the paragraph
below.
Just being knowledgeable about the fact that I have a disability and taking that
into consideration…but like for me my health isn’t as good as yours, but I might
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be able to do my job just as good as, if not better than you. Why should I be
penalized because of my disability or situations that I cannot help? I can’t help
that I come to work and you have a cold and I end up getting it from you, and now
I’m out sick, because you worked the shift before me and we work the same
kiosk, and there’s no rules in place for you to have to clean your station or
sanitize your station, and I come in behind you, and I pick up your germs from
using your key pad and stuff like that. You know maybe having germ-ex or
something like that available so we can keep the germs down. I aint saying put
employees in no type of bubble. I’m not necessarily looking for a whole bunch of
extra privileges because I don’t want my fellow employees to feel like they do the
same job that I do, so why are they getting all these perks? What exactly are they
doing for us? I don’t want anything in excess. I would just want you to allow me
to be able to present to you medical records showing about my disability so that
you as an employer can be knowledgeable on it as well as that’s proof to show
that I’m not just trying to get over. And I think that if I’m out sick and I am able
to bring a doctors excuse that you can verify, then that should be sufficient. I
shouldn’t lose my job, or worry about a write up for something I can’t control.
Now if I just don’t come to work, then by all means treat me like any other
employee that don’t come to work; but if I’m out for a legitimate reason, and you
know about it…
Most people regardless of disability status desire a clean and healthy work
environment, and would rather not concern themselves with getting sick at work.
Providing disinfecting products is a basic courtesy that would benefit everyone in the
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work place, not just a specific group. In addition, being knowledgeable about a specific
disability such as a SCI would not only benefit the employee with the SCI, but it could be
beneficial to coworkers, others in the work place, and the establishment over all.
Jada shared one of her concerns about accessibility in regards to business owners
being uninformed and how it serves as a barrier to employment and reintegrating into the
community. This concern is highlighted below.
A lot of people don’t know this sometimes until I tell them, but like the
accessibility of the business, like if it’s not accessible they look at it like oh my
goodness we got to pay, and I be telling them like you can write that off on your
taxes. A lot of times they still don’t want to do it. So that’s definitely a
barrier…they don’t know.
Jada believed that she was able to obtain employment at her current job because
they were familiar with working with people with disabilities. She exclaims
The only reason that probably came by is because it is an organization for people
with disabilities. If I wasn’t working at XXXX, they would look at me as a
liability, thinking they would have to make the workplace accessible and things
like that. That would be an obstacle, accessibility.
Jada also shared concerns about her constant thoughts about accessibility before
making decisions about participation outside of her home. She stated “…I’m semi
paralyzed now, going places and doing things, is always a thought what if it’s not
accessible…”
Layla also spoke about accessibility in reference to visiting and socializing with
friends and family. Her account is captured in the following paragraph.
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I would go to peoples house knowing that it wasn’t accessible for me and I had
the attitude then where I didn’t want to ask for help; I wanted to be independent
and hadn’t had to ask for help before and I didn’t want to ask now; I transferred
to floors, and scoot to get over to toilets because my chair couldn’t get in
there…and transfer and slide back and put myself back in the chair; by doing that
I incurred several pressure sores that threw me in and out of the hospital, and
almost took my life from me….if their bathroom isn’t accessible, can you grab a
chair and sit in there and assist me with moving the chair over to the toilet so I can
used the bathroom. Like my brother, he’ll just throw me on his back and take me
and sit me in there and close the door and wait outside the door until I say I’m
done and then come back and get me and put me back in the chair. Or else I’ll go
places that if I don’t feel comfortable using the bathroom at your house, I invite
you to my house, because I know my house is accessible. And there are some
people I prefer not to invite to my home so those people I meet in a public setting
that’s accessible for me or we can’t hang.
Monique’s accessibility and accommodations concerns were geared more toward
her home environment. She spoke about not being able to get into her bathroom, laundry
room, and how she was forced to eat a lot of fried foods because she was not able to use
the oven to bake or broil as a healthier alternative to frying food. Her comments are
captured below:
It’s difficult...for the most part, yes, I can get by, but some of the things that I
would like to do but I can’t do is wash and dry my own clothes because I can’t get
into the laundry room…. I can’t get into the bathroom, adjusting to a bed size
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commode, oh my god, that was hard too. Now, I don’t even use the bed side
commode or anything…. I can cook some things, now because of the type of
stove that’s here, if its unhealthy, I can cook it because it’s going to be fried and I
can get to the burner, but as far as trying to bake something or broil something,
the controls for the oven is at the very back of the stove and I can’t reach it..
Immune system. In addition to the previously mentioned concerns, a
compromised immune system was another concern that was shared among participants.
Layla shared concerns about how her immune system is now compromised, and how she
felt that doctors were ill-informed about her condition. This was a familiar concern for
women of color with disabilities regarding healthcare professionals in a previous study
(Banks, 2010) and for people with disabilities in general (Field & Jette, 2008). Monique
talked about her compromised immune system in reference to family and visitors. Both
participants expressed concerns with great frustration about this vulnerability in the
passages below, beginning with Layla.
These people are not knowledgeable on SCIs. You can’t treat me like you treat
regular patients… my body doesn’t work like regular patients. Its only
functioning at 50%...your cold is my pneumonia. You don’t even have to go see a
doctor. You can just go to the counter, the pharmacy, and be your own doctor. I
can’t. I’m hospitalized for a week or two weeks.
Monique had a similar position in regards to her family and visitors at her house.
They bypass the bathroom, and don’t wash their hands. Why are you in my
refrigerator...that run me hot. I literally explode. And I try to tell them time and
time again, I’ll be a germ phobic... or whatever, but the doctor said my immune
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system is not like everybody else. My immune system is much lower. So things
that you wouldn’t catch, it’s a possibility that I would catch because my immune
system is not as strong as yall’s because of the MS.
Disability benefits. Disability benefits were the final concern expressed among
participants. Layla and Monique pointed out that their disability benefits were
indispensable, and it would be nearly impossible to live without them. Much of the
literature reviewed revealed that this concern was not uncommon among many people
with disabilities. Because disability benefits were vital to these women and not easily
attainable in most cases, it is not unreasonable to have such concerns. Many people with
disabilities, including the women in this study, weighed the advantages of receiving
benefits against working, and in some instances were adamant about not wanting to do
anything that might possibly jeopardize their eligibility (Henry et al., 2006). This issue
was corroborated in the passages below. Layla states:
Now, a lot of times I have to deal with finding a company that will work with my
schedule to keep it from conflicting with me drawing disability. One wrong
move...and I’m kicked off of Medicare and Medicaid and those are two things that
I have to have. To be honest, I really haven’t gotten out in the work force. I
know me. I know what I was worth, and what I was making in Georgia prior to
my wreck. The pay in Mississippi isn’t good enough for me to want to get out
there and job hunt… because my medications and just doctor visits and stuff is
high, and so I can’t afford to just get out there and make the type of money that
I’d like to be able to afford to take that gap in there of no health care while I’m
waiting to establish it with your company. And then a lot of these companies
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now, you know by us being in Mississippi, the healthcare companies they have is
really not all that good, and I can just foresee me paying a lot of money out of
pocket and then I average it up, and then I’m making what I was making or less,
not working. I can’t do it.
Monique passionately expressed concerns that were similar to what Layla previously
conveyed.
After things got better for me, they offered me VR and the other rehab, but one of
the things was, I was like it’s taken me 6 months to get my disability started and
they say you can work so many hours and still hold on to your disability, .. I feel
like if I go out here and work these 10 hours, they’ll be like well, she can work 15
and they’ll just keep bumping it up, bumping it up until I’m getting 40 hours, and
they’ll be like she aint disable no more. She can do this… I done fought too hard
for my disability, so I’m just not gonna take that chance.
Both of these participants were fearful and unyielding about not wanting to risk
losing benefits and their concerns have been commonly viewed as systemic work
disincentives (Brooks et al., 2004; Henry et al., 2006, Marinia et al., 2008; Olney & Lyle,
2011; Rosenthal et al., 2005). Monique’s fear of losing benefits was generated by lack of
trust in the system. She felt that working a few hours would lead to working more, which
would eventually disqualify her from receiving disability benefits. Layla’s perception of
losing benefits was created by fear of possibly taking some action that would disqualify
her for Medicare and Medicaid. She also did not feel as if she could generate the income
to be able to afford healthcare if she became employed. Therefore, employment was not
worth the risk of losing these two vital benefits.
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Considering the expressed interrelated concerns about the employers, service
providers, accessibility, and accommodations, it is understandable as to why participants
may lack confidence or may have less confidence than one without these concerns. For
two participants (Layla and Monique), the shared concerns regarding a less than optimal
immune system and disability benefits added to this dilemma. It is possible that the
concerns mentioned by each participant endorsed the lack of confidence that they later
expressed.
Lack of Confidence Surrounding Employment
“I don’t have any confidence...”
A lack of confidence surrounding employment was the third theme that was
generated in this study. This lack of confidence ranged from pre-disability confidence to
current confidence in their ability to work and provide for themselves and their families.
Participants spoke proudly and confidently about the independent lives that they led
(before the traumatic incident). It is reasonable to assume that after a traumatic
experience which results in a disability that anyone’s overall confidence may be
indifferent. Greenwald and Quist-Newins (2012) interviewed a group of nondisabled
men and women and found that women were more concerned and less confident than
men when asked about the ability to maintain her current lifestyle if she were to become
disabled. At least 65% of the women in the study were not confident that she would be
able to maintain their lifestyle or save for retirement. Almost half of the women in the
study (48%) did not think that she could afford medical care and another 35% of women
were not confident that she would be able to afford essential items such as food, clothing,
or shelter. The women in this study were no different. None of the women were
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confident in her ability to provide for her family. Monique’s account is captured first in
the following passage.
I don’t have any confidence...it’s just me that I have to look out for…but I would
be ok because of family (support)….I was more confident then, before the trauma,
because I didn’t ask anybody for anything. If I saw that there was something that
needed to be done, then I did it...
Jada was not confident in her ability to perform on the job, but that did not
prevent her from trying. Even after she obtained employment, her confidence in her
ability to provide for her family was still lacking, although she mentioned that some days
were better than others. She, like the others in the study, was more confident prediagnosis as opposed to now.
After my injury I was the one worried from the trauma. What if I get to the job
and I can’t do it, and that worrying {she did not finish the statement, but she
sighed, and shook her head, and appeared to be distressed and exhausted from
recalling that moment in time}… I’m not confident about it (ability to provide for
her family) at all because anything can happen, you know. I’m still having some
medical problems. I don’t have any back up plans. I have had issues being sick.
With me having that bullet in my spine, tomorrow I could be sick, and then I’m
out of work. I was more confident before the injury, because I’m like, now, I
have more medical issues now, and I’m more susceptible to being sick now than
before.
Perceived independence and self-reliance reaffirmed participants’ confidence.
However, the perception of increased medical issues, a susceptibility to being sick, and
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having to rely on others endorsed their lack of confidence. In addition, worrying and not
having a safety net or alternative option added to their perception of being less confident.
According to Layla’s and Monique’s comments below, insecurity in their ability to work,
or perform on the job also seemed to substantiate these women’s lack of confidence.
Monique said:
I don’t feel like I can work anywhere now…. They said they (VR) can find me
somewhere to work, or something like that, but I just choose not to with my
eyesight and stuff...and I know it’s so many jobs and things out there that people
can do who are completely blind. I just feel like I need that extra training or
something like that.
Layla expressed a similar position regarding her confidence in her own ability.
Because Layla was insecure about her ability, and the reality of possibly missing work,
she felt that she would not be eligible for the same opportunities as other employees. She
referenced her perception of a potential employer’s confidence in her ability below.
With me having my disability, so many things prevent me from working…I may
not be able to do it, or I might have to do it in a different manner… sometimes
because of me having a disability and me being out more than another employee,
I might not be able to get a promotion that I want, and the reason why they might
not give it to me is because this person is having health issues we might not need
to look at her for something big, because we need someone that’s going to be able
to be here.
Each participant discussed how they lacked confidence in their abilities to provide
for themselves and their families. They later explained that confidence among other
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qualities were necessary to be successful in the workplace and in the community. In
addition to confidence, each participant believed that attributes relative to a positive
attitude and some degree of motivation were also necessary. Jada’s thoughts are
expressed in the following passage.
You got to have confidence, and a go get it spirit; you have to have a get up
attitude. You have to have a want to do better. Some people don’t want to do
better. They look at it like I get a little check a month, but it’s so much more out
there.
Layla believed that a positive attitude and confidence was in order, but she also
brought up other significant points.
You need a positive attitude, to be functional, respectful, be a team player, and
have great customer service. You don’t want anyone treating you different, so if
treat other people the way you want to be treated you won’t go wrong. You need
confidence. Things day to day are so different and so is employment. We have to
make sure we find a job that’s something we can do without causing further
damage to our bodies. But if you have a great attitude, be a team player, assertive,
responsible, and bubbly, you’ll be good.
Monique stressed similar qualities that she believed was important to be
successful in the community and on the job. She also included the external factor of
family support which was not mentioned by the other participants.
You got to… have confidence in yourself, lots of self-esteem, very positive
attitude, strong minded, and a real go getter who won’t accept no for an answer.
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And you need family, strong family support. You also need great work ethics to
be successful when you get the job.
These participants’ lack of confidence had a significant impact on employment as
it limited their opportunities to establish necessary personal and professional relationships
necessary for success. Lacking confidence reaffirmed insecurities which promoted
negative affect, and a negative view of oneself for participants in the study. This
negative outlook served as obstacles for obtaining and maintaining employment for two
of the participants, and it limited their participation in meaningful activities, both of
which are important to well-being and quality of life.
Loss
“I lost everything…”
The experience of loss resurfaced repeatedly throughout the interviews with each
participant. While each participant’s encounter of loss was uniquely expressed, common
themes emerged in four categories authenticating the loss: independence, leisure,
relationships, and jobs. Thus, these four categories were listed as individual subthemes
of the theme Loss.
Independence. A perceived loss of independence was highlighted as each
participant spoke candidly in the interviews. Layla seemed particularly upset about the
totality of her loss as she shared the following conversation she had with her girlfriend.
She admitted losing much more than her independence.
I lost everything; at the end of the day you can still get up and go to the bathroom
just fine, all by yourself. You don’t have to do anything special, nothing. You
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can still get up and walk around; still drive yourself, and do what you need to do.
I lost that, and I got to try and figure out how I can get it back…in that car wreck I
lost everything. I lost all of my independence; I lost a truck that was paid for; I
lost my job that I enjoyed actually going to work; I lost the independence of living
on my own, and having my own apartment because it wasn’t wheel chair
accessible. I had to be released to somebody’s care for at least 6 months…
It is not uncommon for persons that acquire disabilities to feel like they have lost
everything. Although Layla still had her life, among other things, this perception of
having lost everything is probably descriptive of having lost life as she knew it. She lost
her normality of life; a life in which she was accustomed.
At the time of the interviews Monique seemed to be less adjusted and more
distressed about the loss of her independence compared to the other women in the study.
Her unfavorable physical condition underlined her loss of independence. She highlighted
several issues in which many people with MS have to contend and that had impacted her
independence such as losing her eye site and balance. The adjustment from being able to
do everything on her own to having to ask for assistance with normal daily activities
including bathing and dressing was extremely upsetting and difficult for her. Monique
spoke in great detail about her loss of independence in the following passage:
I was a very, very, very, independent person... I’m not going to ask you for
nothing, I can do it for myself, I don’t need you…. I can do it myself, very
independent. It’s like now, you got to have somebody to change your diaper;
somebody to give you a bath; you got to have somebody to go to the grocery store
for you; it sucks.. It sucks, it really sucks … I hate asking people for anything, and
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I’m in this situation, where I don’t have a choice. If I’m going to have it, then I
have to ask. And I just hate it….. I went from being independent to being
dependent upon others…I had all this stuff going on, so I couldn’t move any parts
of my body; so when they discharged me and I came home in May, I was able to
lift my fingers some and like move my arm some, move my leg some; I had no
control over my body, I was being lifted by Hoyer lift; I had home health to come
in and they were doing everything for me. They would put me in my wheelchair
with the Hoyer lift. My aunt and sister were still having to feed me and
everything, but at the same time, little by little I was regaining movement. Now, I
have chronic UTI’s and I’m morbidly obese. It takes longer to do things. I can
only dress myself part of the way.. I’m confined to a wheel chair; if I do walk I
have to have someone pushing the wheel chair behind me and I’m on a walker. ..
It’s just so many things; I can’t take a shower by myself….I use diapers because
my balance has gotten so bad. It’s really hard trying to balance myself to pull my
underwear down, and pull my pants down and hold it. I feel like I’m standing
straight up and down, but actually I’m tilting over. That’s one of the things that’s
gotten really hard to you know, just balance is really bad and that’s one of the
effects of MS. It throws your balance off… I want to live on my own, but in
reality it’s probably not possible or going to happen unless I was in an assisted
living facility…and we don’t have a lot of those facilities and the ones we have
are so expensive…like super expensive…
Monique also referenced the feedback that she has received from service
providers regarding the MS and her independence. She stated:
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Just about all of my physicians, and all of the ladies that has come in and worked
with me with home health care, they look at me like I can’t believe you have MS,
because they have seen other patients who are down and don’t want to do stuff,
but you want to do everything independent, you want to do things for yourself.
And I guess that’s because I’ve pretty much always been like that. But they have
seen so many clients that have MS where they just staring off into space.
Jada’s account of her independence prior to her trauma was not too different from
the previous women. Succinctly stated, Jada emphasized “before I got shot I worked a
full time and part time job; (I was) a full time student, had my own house, paid for and
everything, never needing assistance.”
Layla expressed the importance of her regaining her independence early on during
her rehabilitation stay. She noted:
It was important for me to be independent and that was the place to teach me how
to do it, and even though it did hurt in the beginning, I prevailed and got through
stuff quick cause it was important for me to be as independent as I could possibly
be. I didn’t want somebody to have to do everything for me.
The word independent is defined as “not dependent; not requiring or relying on
something else or others (as for care or livelihood); showing a desire for freedom”
(“Independent”, n.d.). For Jada and other women in this study, the freedom and ability to
work full time, live on their own, own a home, and provide for themselves without
assistance was perceived as some of the realities of independence. Each participant
reported either never needing assistance, or being free from depending on anyone for
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anything prior to the trauma. Now having to ask for things, including help with small
tasks was seen as forfeiture to their independence.
Leisure and social participation. People with disabilities that have secondary
conditions are more likely to report participation limitation (Kinne, 2008). All of the
participants pointed out the contrast in her current diminished social responses and leisure
as opposed to prior to the trauma. Physical limitations and reservations about
accessibility seemed to be primary reasons that participants socialized less and were less
active outside of the home. Another major reason that two of the participants conveyed
for not wanting to go outside of the home or around other people was feeling
uncomfortable and ashamed. Monique’s situation is described below:
I was working, now I don’t go anywhere. I was at the mall once a week. I love
shopping; I love cooking…it was just the little things that I was able to do…..
Saturday morning getting up to go fishing, loved it, cooking on the grill, washing
my car, that’s over…. I don’t go anywhere. I do not leave the house. I don’t even
like to sit on my front porch anymore. The only time I basically leave this house
is if I have a doctor’s appointment. I used to love the mall; just go, go, go;
festivals, let’s go; parades, let’s go. Now, nope, I’m not going, because I am
ashamed, and I feel like everybody is looking at me because of my weight. Before
I got as heavy as I am, I would still go to K mart, or Wal-Mart, to get out, but now
I’ll send somebody. Now, I don’t socialize with people a lot. I am a home body.
I’m not going to church, because I’m ashamed of my weight. I’m ashamed of
this.
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Monique was reluctant to going outside of her home as she was uncomfortable
self-conscious about her appearance. She was insecure and ashamed of her weight, and
allowed that insecurity and shame to prevent her from socializing and going places
including church, a place where many people are usually free of shame and insecurities.
Physical limitations and symptoms of MS, such as not being able to stand and maintain
her balance were also reasons why Monique stopped doing many of the things that she
had once enjoyed.
Concerns that Layla shared earlier in this chapter underlined her loss of social
participation and leisure. Although Layla discussed still being somewhat active and
doing things that she likes, she acknowledged not being as active since the trauma. She
highlighted issues of comfort and accessibility as prerequisites to outside-of-the-home
visits. At one point in an attempt to maintain her independence, she would not ask for
help even though she needed it. Many times when she tried to do things on her own,
without help, she was injured. Now she considers the environment before she makes the
decision to visit. Her dialogue is captured below.
I normally never stayed at home; now I’m a home body. I get out now, but I
don’t have to be out and about like before, I could never sit still. Being at home
was the place I’d be when my body was exhausted and it was time to go ahead
and just lay down...I go to peoples house that I know I don’t mind asking for
assistance … or else I’ll go places that if I don’t feel comfortable using the
bathroom at your house, I invite you to my house, because I know my house is
accessible...if your home or whatever is not accessible to me...I ask for help...I
don’t inconvenience myself anymore, because I know how it’s going to affect me
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and it’s not going to affect you like it affects me. I still shop. I still travel. I still
hang out and have friends. I still do me. I just roll around, and sometimes it takes
me a little longer to do things. It’s hard to get my friends to understand that I
don’t want your help.
Jada reasoned that her secondary condition (post-traumatic stress) was partially
responsible for her not socializing as she once did before the trauma. She talked about
how fear and anxiety, as well as concerns about accessibility prevented her from being
more like the person that she was before the trauma, optimistic, carefree, and confident.
Jada explained in the following exert:
My son likes to go to battle of the bands, and it’s like a lot, a lot, of people and
I’m very uncomfortable, why? I don’t know, but I think that’s probably part of my
post traumatic...being in social gatherings, or going out, I want to find a wall to
get on. I don’t want nobody behind me. Something might pop off. With friends,
I kind of isolated myself, they tried, but I isolated myself…when you’re young
you have that mind frame of I can conquer the world…you’re innocent, you know
care free, ok I can go and do this; this will be fine, but now, now having all of that
done, I’m kind of fearful of things always second guess things…I’m semi
paralyzed now, going places and doing things, is always a thought what if it’s not
accessible, or what if this or that…before the disability, I was care free. I trusted.
I was me; a sense of humor, I could mingle and go and do anything. Now it’s a
difference of where I worry about going certain places. It’s a fear; its anxiety
now.
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For Jada, issues relative to the concerns that she previously shared ratified her loss
of social participation and leisure. After becoming employed, and having more
motivation and options, Jada reconsidered her pre-working and post-working conditions
and felt hopeful about her situation. Since she was now working and able to do more
than she once was, she felt more independent and more confident in her abilities. This
account is reflected in the following comment.
I’m not where I used to be, I’m functioning, I was just at home kind of depressed,
a homebody. Now with me working, I’m able to mingle with society and actually
have goals of doing stuff that I see people that walk and work. I can own my own
stuff. I can purchase my own things. I don’t have to depend on anyone else.
Participants shared various personal insecurities, feelings of shame and
discomfort, and apprehensions about accessibility. These insecurities and apprehensions
ultimately discouraged them from participating in the leisure and social activities they
once enjoyed. These physical and emotional restrictions served as environmental and
attitudinal barriers and were not uncommon among other women with disabilities. Nosek
and Hughes (2003) found that these types of environmental and attitudinal barriers tend
to isolate women with disabilities from sources of support, employment opportunities,
and health promoting opportunities.
Relationships. Maintaining a relationship can be difficult to achieve, even for
those without the complications of a traumatic experience. Having experienced trauma,
two participants discussed the difficulty in trying to maintain their relationships after
returning from the hospital. Even after recovering physically and emotionally to some
degree, neither of the participants was able to sustain their relationships. Ultimately
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ending in what was perceived as a loss, both participants revisited their experiences with
a considerable amount of pain and resentment. For Monique, it appeared that her
unfavorable physical condition and the loss of her independence had some bearing on the
loss of her relationship with her son. Monique despairingly conveyed her loss in the
paragraph below:
I lost everything, everything, and the most important thing, my son. In December
of 99 I feel like I lost everything once I became ill. And I guess the fact that we
don’t have that mother son relationship, we barely have a relationship, and at that
point in time he was the most important thing in my life, and now, I feel like I lost
that…I had gotten discouraged a lot because I wasn’t able to do the things that I
wanted to with my son, and he was becoming more and more defiant and
disrespectful. He would say things to hurt me. For example “I wish you were
sick and still back in the hospital”…and it kept getting worse. He was
disrespectful to me, my mom and my grandma…and it just kept getting worse.
And it was like if he do something I had to call somebody in to get him because
he knew that I couldn’t, and it kept getting worse until eventually I had to make
that hard decision…and to this day right now he still hates me for putting him in a
group home… to this day we do not have a relationship; there is no relationship...
Monique experienced a range of emotions leading up to the perceived loss of her
son, and even at times following the loss of the relationship. She, like the other
participants Jada and Layla, communicated that she cried a lot, if not most of the time
after understanding the overall reality, and inclusiveness of her loss. These women cried
as a result of the physical pain and discomfort, but also because of the emotional pain that
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they experienced following the trauma. Monique indicated that she is more emotional
and more sensitive now than she was prior to her trauma. She conveyed that she is
definitely a “crier” now, and that it does not take much for people to hurt her feelings.
She also indicated that she was often emotional, frustrated, agitated, and discouraged
because it seemed like despite her trying to move forward, things did not seem to be
getting better for her. The idea that she was going to die and leave her 8 year old child
behind, without a mother was emotionally overwhelming for her. She often thought
about it and was overcome with grief and weeping. Likewise, this same grief was used to
motivate her to get well so that her life could go back to the way it was with her son prior
to the trauma.
In addition to being upset with her mom and saddened by the loss of her
relationship with her girlfriend, Layla was bitter and resentful toward her partner
following the break up. Her loss was highlighted in the comment below.
I wanted to stay there (Georgia). I did not want to stay here (Mississippi), but she
(mom) would not allow me to stay there, because there are no laws or anything
for partners in Georgia, so I kind of didn’t get a say so…My partner was going to
help me, but she had just started up there and I didn’t want to uproot her; and for
the longest (time) we traveled back and forth, but after a while I wanted more, and
I felt like she wanted more. We never officially said we are breaking up, we just
kind of gradually, just kind of... For the longest it was some bitterness and
resentment there because I’m like why didn’t you fight for me harder? I would
have fought for you.
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Following their loss, participants expressed varying degrees of emotions including
feelings of sorrow, anger, resentment, and discouragement. Expressing these emotions
should not be considered as unusual considering that the experience of any type of loss
can be difficult for anyone regardless of gender, race, or disability status. Likewise, the
success and failures of adjusting to life without that which was loss can be challenging,
triggering many different emotions, and consequently hindering her progress of moving
forward and reaching her goals. A final example of the emotions experienced is reflected
in Jada’s next statement: “with me being depressed and heartbroken, I was like I don’t
care…sometimes I would just shut down and be like forget it...”
Job loss. Previous research has suggested that women are less likely to enter the
work force and remain employed following a disability (Krause, Terza, & Dismuke,
2010). This was also true of the women in this study who experienced job loss and
missed job opportunities following their trauma. Essentially, their job loss was in the
sense that they experienced trauma, and never returned to their positions. Two of the
participants, Jada and Monique worked in retail preceding their trauma. Although she
did not believe that she would be able to perform all of the job duties of her former
position, Jada considered returning to her previous place of employment as an option. A
brief account of what took place is noted below.
I guess when I got shot, I just never went back to work. My mom called them the
day that I was supposed to go to work and told them that I had been shot…. I was
a shoe salesman at Payless. I could probably greet the people, but I probably
couldn’t put the boxes and stuff like that up.
122

Monique worked at a public school and she worked as a Shoe Fitting Specialist at
a shoe store prior to her trauma. She had no desire to return to her previous position at
the shoe store, and subsequently concluded that she would not be physically able to
perform the duties of either job. Although she was hopeful that she would eventually go
back to work at the school, it never happened. She explained in the subsequent
paragraph.
When I got home in May, I said yes, eventually I will be back to work, the kids
were getting ready to get out of school, so it’s like ok, I got the whole summer to
recuperate and recover and I’ll be ready when school starts back in August, it
never happened…working with the school was very hands on and very physical,
but my balance and stuff wasn’t you know all that great and with that particular
job I had to pick up kids.., and secure them in wheel chairs, and that would be
kind of hard and awkward for me to try and lock someone in a wheel chair and
I’m in one myself. And as far as the shoe store, I just can’t see myself doing
it....it’s a lot of physical work and when you working with kids you got to get
down to their level, get on the floor, and sit and play with them. I was a kids
fitting shoe specialist…working with kids, they were upbeat, and didn’t want to
sit and have their foot measured so you had to have some patience to work with
them. Now I have very little patience or tolerance for anything. My patience and
tolerance and understanding is very low now.
As with many people with SCI and MS, job loss was not an uncommon
experience for participants. Participants described their inability to return to previous
employment positions and missed opportunities for new employment. Monique and Jada
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felt that they were unable to fulfill the physical demands of their previous jobs, and
Monique included that she no longer had the patience or skills required. Layla searched
for new employment opportunities in her new state of residence, but ran into issues of
accessibility. She was not seeking employment at the time of the interviews, but she
recalled an experience that she had early on when she was looking for employment.
I applied to Chick Fil-A, but their building was not going to be accessible like that
for me. They were thinking that the back drive through window would have
worked, but when they took the measurements for the width of my chair, the
space that was in between there would have been hazardous because I would be
real close to hot things coming through... and I don’t think they wanted to take
that chance. That would have been part time and it was understood that I would
have been able to work the 20 hours. But hey, it happens, it’s what you deal with;
no need to get mad or sad. Disappointed yes, definitely, but (shoulder shrug).
Layla admitted being disappointed by the unsuccessful employment plans due to
inaccessibility, but she understood because of the safety issues that were involved. She
subsequently realized that the issue of accessibility was now a part of her life and that she
would have to live with that reality.
A New Perspective in Terms of Attitude
“It actually made me better. I appreciate things a lot more.”
Following the discussion of their loss, each participant unveiled a different
attitude and outlook on life as opposed to before the trauma. Likewise, they all
discovered that as a result of the trauma, some aspect of their attitude and personality had
changed tremendously. Each participant resolved that they were more appreciative of
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their lives and the people in their lives. Layla concluded that she is a better person as a
result of her trauma and she no longer takes anyone or anything, including life for
granted. Consistent with previous literature (Rukwong, 2008), she believed that her
family became stronger and that she developed a better relationship with her mom as a
result of her experience. Her thoughts are captured below.
My attitude has changed tremendously since the trauma. It actually made me
better. I appreciate things a lot more. It’s amazing what you take for granted if
you don’t have it…I’m a lot more graceful than I was before. It’s definitely a
humbling experience, to have use of your limbs and legs for almost 25 years, and
in the blink of an eye that’s all gone. It’s definitely life changing. The fact of
being able to utilize the restroom the way that I used to and the process that I have
to go through now, dressing, and just every day, day to day life changed; having
to ask for help for things that I didn’t used to have to ask for help; it’s changed,
and it’s made me a better person. I’m closer to family. I appreciate and value my
life a lot more than I used to. I’m still a people person, I’m still outgoing, in that
aspect that didn’t change. It just humbled me, and I’m a little more appreciative
now than I was then, I don’t take things for granted.
Layla also shared that she was grateful and appreciative of her life and the
abilities that still remain because things could be a lot worse in her life. She concluded
I have seen a lot worse; I could be where I can’t do anything for myself, and
someone have to do everything for me. I can’t turn my head, or anything, just
blow in a straw to move my wheelchair. They call that the sit and puff chair, so it
could have been a lot worse. We go through group therapy, and just watching
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people go around in a circle talking about how it affected their life and I’m seeing
men that are married, have children and baby girl don’t understand why you can’t
pick her up no more. She’s one (year old). All she know is you been picking me
up, so seeing how he was trying not to break down and be strong for his family, I
was like I have to be strong for mine because his situation is a whole lot worse.
Like the other women in this study, Monique expressed extreme appreciation for
her family. However, her standing reaction to her trauma revealed a different point of
view as indicated below.
I am appreciative of things, but I am equally upset and feel like I’ve been cheated
as far as life goes because of this illness; its stop me from doing things that I
would have liked to do. I am so appreciative for my sister and her youngest son.
She’s there; she does my personal care…she’s there and when she’s at work, my
nephew does my personal care...he was right there. I am very appreciative about
that. He’ll clean up BM, throw up, you name it, he can do it…
In line with feeling cheated at life, Monique also felt confined to the 20th century
because she missed out on the opportunity to learn about new technology as it evolved.
Although this was not considered one of the major experiences that shaped the theme
loss, her perception undoubtedly impacts how she experiences the world and life today.
Her perception of this confinement is concluded below.
Everybody has moved on in life, I’m still trapped in the 90’s because everything
crashed for me in 99, so it’s like I’m still trapped in the 90’s…technology, all this
has bypassed me. I don’t know a thing about it.. I wasn’t out there to learn these
new things as they came about so, that’s just the way things are.
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Jada also had a varying viewpoint about her life as a result of the trauma. She felt
that her attitude had been positively and negatively affected. For example, she concluded
that her trust was shaken by her experiences, but she was also more caring and
compassionate as a result of the trauma:
It has changed tremendously; some positive, some negative; with me trusting
someone and having done to me what was done to me, sometimes I kind of hold
back with trusting and believing in folks. I’m kind of the type that if I don’t see it,
I don’t believe it, which is not good all of the time, but then there are times when
I’m more caring and more understanding when a person is telling me they don’t
feel well or different things like that because I know what it’s like, not to feel
well.. I think I’m more compassionate because of going through what I’m going
through.
In addition, Jada seemed to have had an attitude of contentment about her life. As
she nodded her head up and down, she contentedly stated “I can look at life (and say) I
have everything I need; I have everything I need; there’s nothing that I need right now,
but do I have some wants, sure.”
Each participant experienced changes in their attitude as a result of their trauma.
They all faced challenges and difficulties and embraced a new way of viewing life to
some degree. However, Monique seemed less content with her circumstances as opposed
to the other participants. Each of the women highlighted positive changes in their way of
viewing life including appreciating life and family and being more graceful and
compassionate toward others. There were negative view points highlighted as well, such
as distrust, feeling cheated, and feeling trapped. These positive and negative changes
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allowed the women to gain a new perspective. This new perspective was viewed as a
gateway to embracing their new way of life after the trauma.
Chapter Conclusions
The trauma experiences of participants differed according to their specific injury
and occurrence; however they all shared the impact, or experience of life after the trauma
and diagnosis. The impact of trauma for the women in this study can be expressed in
terms of an unfavorable physical condition and pain; concerns regarding employers and
service providers, accommodations and accessibility, a compromised immune system,
and disability benefits; and a lack of confidence surrounding employment. The impact
can also be expressed in terms of loss, particularly a loss of independence, leisure and
social participation, relationships, and employment; and a new perspective in terms of
attitude.
As a result of their trauma, two of the participants (Jada and Layla), suffered a T10 and T-12 SCI respectively, and were paraplegics. The other participant (Monique)
was diagnosed with MS, obesity, visual impairment, and was unable to maintain balance
in order to stand. The physical condition of all of the participants can be described as less
than optimal considering the various challenges that they faced. Each participant faced
ongoing challenges with pain, continuing doctor visits, and individual challenges of
swelling, stiffness, and emotional distress. In addition, Monique was confronted with
pain, obesity, vision impairments, issues with balance, and other unpredictable symptoms
of MS such as chronic UTIs and migraine headaches. Consequently, Monique was
unable to drive, and travel independently which had a profound impact on her
employability and her ability to participate in the community. These challenges of pain
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and physical condition were perceived as barriers to employment and a fuller, more
enjoyable life.
Other barriers to employment and a fuller enjoyable life were participant concerns
relative to employment and different aspects of life following the trauma. The shared
concerns regarding employers, service providers, inaccessibility, and a lack of
accommodations surfaced throughout much of the data. Participants felt that more
advocacy was needed for people with disabilities and that employers and service
providers should be more knowledgeable about practices relative to people with SCI,
such as work place and business accessibility, and advantages of hiring people with
disabilities. The susceptibility of illness as a result of a weakened immune system, and
disability benefits were other concerns that emerged among participants. Two of the
participants, Layla and Monique, felt vulnerable as a result of their compromised immune
system and did not believe doctors or family members were considerate of their
condition. Because of their weakened immune system, it was necessary for them to
maintain disability benefits including Medicaid and Medicare health insurance. These
two participants pointed out that their disability benefits were indispensable, and nearly
impossible to live without. Consequently, employment was not worth the risk of losing
these two vital benefits.
A lack of confidence resounded in each of the participant’s interviews. This lack
of confidence was primarily considered in a comparison of confidence prior to the trauma
and their current confidence in their ability to work and to provide for themselves and
their family. Because of the perception of increased medical issues, a susceptibility to
being sick, and having to depend on others, all of the participants were now less
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confident in their ability to maintain employment and provide for themselves and their
family. For one of the participants (Layla), this lack of confidence was projected onto
employers, consequently reaffirming insecurities about her inability to perform on the job
and maintain employment.
The experience of loss was not uncommon for participants. Two participants felt
that they had “lost everything”. The overall loss described by participants was
categorized into four subthemes including independence, leisure and social participation,
relationships, and job loss. Due to consequences of the trauma which resulted in
paralysis for two of the participants, and extreme physical limitations for the other, each
of the women felt dependent upon family members for support. They all discussed a life
of independence and the ability to provide for themselves and their family prior to the
trauma. The transition from being independent to becoming more dependent generated
feelings of anger, distress, and possibly, a need to find new ways and meanings of
independence.
Each participant experienced social participation and leisure less often than they
had prior to the trauma primarily because of physical limitations and reservations about
accessibility. Before the trauma, participants were not restricted, nor had they deemed it
necessary to consider the environment before making decisions regarding leisure
activities. Now, all of the participants questioned their environment, and struggled with
the issue of comfort or a lack thereof before leaving the home. They described
themselves as “homebodies” not desiring to be out and active. Fear and anxiety were
hindrances that prohibited leisure and social involvement. This caused them to worry
about going certain places and participating in previously pleasurable events. This fear
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and anxiety, as well as the apprehensions about accessibility served as environmental and
attitudinal barriers that discouraged them from participating in the leisure and social
activities they once enjoyed.
The loss of their relationships was particularly distressing for two of the
participants resulting in continued bitterness, resentment, remorse, and grief. One of the
participants (Monique), lost her relationship with her son. Because she was not able to
care for or discipline her son after returning home from the hospital, she was forced to
have him placed in a group home. Consequently the relationship was severed. Layla’s
relationship with her girlfriend dissolved after moving to a different state where her
mother resided. Layla believed that she and her partner would not have separated if she
had not experienced her trauma.
Job loss was another key experience among participants. Although each of the
women desired to return to work at some point following the trauma, there was only one,
Jada, who actually returned. Jada’s confidence in her employment abilities fluctuated at
times just as the other women in the study, but she persisted in her efforts to become
employed. Because of concerns about losing disability benefits, the other two participants
(Monique and Layla) eventually decided not to pursue employment.
Each participant experienced changes in her attitude as a result of their trauma.
They all faced individual challenges and difficulties and to each personal standard
embraced a new way of living and viewing life. Each of the women highlighted positive
and negative changes. The positive views included a greater appreciation for life and
family as well as showing more grace and compassion toward others. The negative views
were identified as feeling more distrustful of others, feeling cheated out of life, and
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feeling trapped with no way to exit. Two of the participants (Jada and Layla) put their
lives back together and decided to move forward, while the other participant (Monique)
had a much more difficult time. Ongoing negative feelings of frustration, anger, and
sorrow served as a hindrance for Monique.
As a result of their trauma, the lives of participants were impacted in a number of
ways, all of which were identified as major themes. Primarily, their physical condition
was negatively impacted, as well as their confidence in their abilities. All of the
participants were also negatively impacted by concerns which influenced their quality of
life. These concerns were regarding employers, service providers, accommodations,
accessibility, a compromised immune system, and disability benefits. Other ways in
which their lives were impacted was by job loss, loss of independence, leisure and social
participation, and loss of relationships. Despite the negative ways their lives were
impacted and the accompanying challenges, the women in this study were able to gain a
new perspective and embrace a new way of life.
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DISCUSSION
African American women have a higher prevalence of disabilities than males and
females of all races, and higher severe disability prevalence compared to males and
females of all races (Brault, 2008). Having a disability is a risk factor for poor health,
poor social outcomes, and poverty (Block, Balcazar, & Keys, 2002; Mitra, Posarac, &
Vick, 2013). Available research suggests that African American women with disabilities
have more health problems and are less likely to receive appropriate health care
compared to African American men with disabilities and European men and women with
disabilities (Belgrave & Jarama, 2000; Hanna & Rogovsky, 1992; MacRae, 2005). These
women are more likely to be worse off financially, and in the areas of employment and
education compared to their European American counterparts (Belgrave & Jarama, 2000;
Hanna & Rogovsky, 1992; MacRae, 2005). In addition, African American women with
disabilities have elevated risks of trauma when compared to non-disabled women
(Abbey, Jacques-Tiura, & Parkhill, 2009; Brownridge, 2006; Hassouneh-Phillips &
Curry, 2002; Powers et al., 2002; Taft et al., 2009). These significant hardships present
unique rehabilitation issues that can have a major negative impact on their quality of life.
Despite these facts, and the marginalized status of African American women, research
has been extremely limited regarding this group.
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This research is significant in that it contributes to the literature by providing indepth life experiences (as perceived by participants) of the impact of trauma on the lives
of three young adult African American women with disabilities who live in one of the
poorest states in the southern part of the country. This research provides some insight
about how experiences of trauma affect their employability, health, social participation,
and leisure, as well as other aspects of life, and how to better meet the needs of this group
in the rehabilitation process. Until this point, the researcher was not aware of any
research regarding this topic. It is possible that some of these experiences are unique to
this age group of African American women with disabilities, and is a consequence of
residing in this location, but further research is needed to investigate these possibilities.
The intent of this study was to explore how experiences of trauma affect the
rehabilitation employment outcome for African American women, but many issues
beyond employment outcome was uncovered. Each of the three participants shared their
experiences of major trauma and the onset of impairment early in their adult lives and the
impact that it had on their employment outcome and other aspects of life. It was clear that
the trauma that these participants endured had a significant impact on their lives, and that
they experienced life after the trauma very differently than before the trauma. The
impact of trauma was categorized into five key experiences which shaped their
perceptions of life following the trauma. These five key experiences, all seemingly of
equal importance were concluded as the final themes and included four additional
subthemes for two of the major themes. In this study, the impact of trauma was
expressed in terms of:
1.

Unfavorable physical condition and pain
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2.

Concerns
a. Employers and service providers
b. Accommodations and accessibility
c. Compromised immune system
d. Disability benefits

3.

Lack of confidence surrounding employment

4.

Loss
a. Independence
b. Leisure and social participation
c. Relationships
d. Employment

5.

New perspective in terms of attitude

An in-depth discussion about each of the final themes and subthemes is presented
in the subsequent sections of the chapter. Practical implications in addition to theoretical
implications for future studies are presented within the context of each theme.
Limitations are presented after concluding the discussion.
Unfavorable Physical Condition and Pain
The physical condition of African American women are some of the poorest
reported in the United States (Guerra, 2013; U.S. Department of Health and Human
Services, Office on Women’s Health, 2012). As a group, African Americans have more
health risks compared to other minority groups, and more disease, disability, and early
death (U.S. Department of Health and Human Services, Office on Women’s Health,
2012). The pain and physical condition of women with disabilities including SCI and
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MS vary from person to person and is considerably worse than women without
disabilities. Although women with disabilities have the potential to maintain a good
health related quality of life, which was not the case as reported by participants. Like the
participants in this study, many women with SCI and women with MS experience a
myriad of problems including neuropathic pain, musculoskeletal pain, and pressure sores.
The neuropathic pain was described as shooting or stabbing pain, and varied from
participant to participant, which makes it difficult to treat (Richards, Dyson-Hudson,
Bryce, & Chiodo, 2009). Monique expressed extreme anguish as she voiced her
experience with stabbing pain in her legs, and Layla reported that she experienced
shooting pain through her legs which sometimes interrupted her sleep. Seeking treatment
and advice from professionals who specialize in this type of pain could possibly lessen
the impact and help with pain management. Like Monique, many women with MS
sometimes experience vision loss and ambulatory issues. The perception of these
specific issues seemed insurmountable and burdensome for Monique, and discouraged
her from driving, and moving around outside of the home. Participants also reported pain
associated with their back, limbs, and legs, and migraine headaches. These issues raised
concerns for the women in this study, and made simple, everyday tasks challenging.
These issues also inhibited their desire and confidence for socializing and employment.
Finding ways to address and improve their physical condition and pain would be
beneficial for their present state of existence and for their future quality of life. Richards
et al. (2009) suggests that strengthening, stretching, and balance exercises, changing
mobility equipment, wheelchair pushing and transfer techniques, and pressure reliefs can
help decrease pain that participants experienced. Since participants were sometimes
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apprehensive about leaving their homes, training Home Care Attendants and family
members to teach these techniques in their homes may be advantageous for participants
and for others with similar challenges.
Participants reported physical conditions such as obesity, paraplegia, ambulatory
issues, visual impairment, and recurring UTIs. Although participants’ current physical
condition appear to be better now than it was immediately following the trauma, they
were still currently experiencing a less than optimal physical condition. Their physical
condition and the pain that they experienced early on were understood to be more
overwhelming or severe as opposed to their physical condition and pain that they
currently experienced. For months immediately following the trauma, participants
experienced long hospital stays, severe pain, and the inability to move around or feed
themselves. More recently, participants were still unable to move around as freely as
they had once before, but they were currently able to describe some degree of mobility
and the ability to cook for and feed themselves. It can be assumed that the previous
rehabilitation efforts and practices were profitable since this was the case. However,
continued efforts are required to resume progress.
A less than optimal physical condition and pain makes engaging in activities,
including employment and leisure, difficult, if not impossible in some instances. For
example, participants experienced pain and a less than optimal physical condition and
had a difficult time dressing, moving around, or going out with friends and family.
Because of their physical condition and pain, participants lacked confidence in their
ability to provide for themselves and their families, and they expressed concerns as a
result of their physical condition. Consequently, the ascribed physical limitations and
137

reduced functioning directly contributed to their concerns, lack of confidence, loss of
independence, decreased leisure and social participation, damage to relationships, and
employment apprehensions. This finding was consistent with Ricks and Harrison (2014)
whose participants with permanent mobility impairments perceived that their loss of
independence, identity, opportunities, and intimacy with others, were perceived as
directly connected to their condition.
African American women with disabilities are less likely to be employed
(Belgrave & Jarama, 2000; Hanna & Rogovsky, 1992; MacRae, 2005) and health and
physical limitations have been cited as common barriers to employment (Lidal, Huynh, &
Biering-Sorensen, 2007). This was the case with participants in the current study as well.
Co-occurring disabilities or secondary conditions including poor health impedes
successful employment for African American women with disabilities and can eventually
interfere with their independence and ability to become self-sufficient (Ispen, 2006;
Waghorn et al., 2008). All of the participants either had co-occurring disabilities or
describe some type of secondary condition, but this impediment was most evident for two
of the participants who were not employed at the time of the interviews. Monique, one of
the unemployed participants, directly contributed her lack of employment to her physical
condition. Monique talked at length about how her physical condition, including her
weight and vision, prevented her from working. She also discussed increased doctor
visits, recurring UTIs, stabbing pain in her legs, migraine headaches, and confinement to
her wheelchair. For Monique, the process of getting to and from places was too much of
a hassle. The challenges that she had to confront outweighed her desire to find
employment. Although she was aware that there were jobs that people with similar
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conditions could do outside of her home, she was not confident in her current abilities
and needed additional training. This highlights the importance of providing additional
support including educating and training individuals to work at home in order to better
support themselves. Layla was also unemployed at the time of the interviews and
discussed having issues with her back and limbs, and shooting pains in her legs that
sometimes interrupted her sleep. In one of her interviews, Layla considered her physical
condition and believed that it was important to find employment that “would not cause
further damage to her body”. Layla’s perception of her current physical condition and
pain influenced her final decision to cease looking for employment. Although Jada did
not specifically mention her issues of pain or her physical condition as obstacles to
employment, it is reasonable to assume that the pain that she experienced, as well as the
musculoskeletal and neuropathic pains that the other participants experienced, can have a
negative impact on a their employment outcome. Jada was employed at the time of the
interviews, but it was not without adversity. Jada discussed the challenges that she had
trying to obtain employment and further challenges after becoming employed. Since
becoming employed, Jada expressed having a lot of pain and swelling in her legs, and
continuous doctor visits as a result. Knowledge of Jada’s condition and ongoing support
from employers and service providers is needed to help Jada maintain successful
employment. Helping Jada implement proactive measures for good health and pain
management would be beneficial.
Based on the overall analysis of the interviews and the exploration of the study,
all of the major themes were in some way interrelated, but neither of the experiences
seemed to be more important per se than the others. However, this theme (physical
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condition and pain) seemed to have had the biggest impact on employment and life after
the trauma for participants. This conclusion makes the theme physical condition and pain
of more concern for African American women with disabilities, a traditionally
marginalized, less healthy, unmarried, and underemployed group. Relative to African
American men and Caucasian men and women with disabilities African American
women with disabilities face significant health and healthcare disparities. They also face
considerable prejudice and stereotypes being female, African American, disabled, less
likely employed and financially secure, and single parents. Because each of the
participants live in rural areas in one of the poorest states in the country where racism has
been historically prevalent, and access to quality healthcare and affordable facilities in
African American communities are limited at best, the compounding of race, gender, and
the state in which participants reside, should be considered when discussing their
physical condition. It is reasonable to believe that a combination of these issues may
have some bearing on the experiences of participants. Accessing diversity and
inclusiveness, and providing information to raise awareness and address relative concerns
may help African American women with disabilities in these areas achieve a better
quality of life. In addition, providing funding for wellness and health promotion
including prevention, and healthcare facilities in rural areas may improve the physical
condition and overall quality of life for this group.
Concerns
Shared concerns regarding employers and service providers, inaccessibility, and a
lack of accommodations surfaced throughout much of the data. It is possible that these
concerns contributed to the lack of confidence and loss of social participation that
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participants reported as well as their employability, and the negative attitudes that keep
African American women at a marginalized status. For instance, Jada believed that she
could be an asset to her employer, but one of her concerns was that she would be
prejudged by employers, and not given the opportunity to demonstrate her value in the
workplace. Unfortunately, many African American women contend with this issue of
prejudgment and stereotypes. Many have been devalued and faced employment, housing,
and relationship difficulties and discrimination because of their race and gender. As a
result of race and gender prejudices and stereotypes, many African American women
have had to defend and prove their value, and that they belong in certain places including
employment and colleges and universities. I would assume that this pressure of having to
prove oneself would be even more strenuous, being an African American woman with a
disability. These types of oppressive issues may cause African American women with
disabilities to become more discouraged and less motivated to go through the process of
becoming employed, participating in leisure and social activities, or seeking health care.
Participants felt that employers and service providers needed to advocate more for
people with disabilities and to be more knowledgeable and informed about people with
disabilities. This lack of advocacy and knowledge was perceived as a barrier to
appropriate healthcare, accommodations and accessibility, and successful employment.
The lack of advocacy for people with disabilities can be especially impactful for African
American women with disabilities who historically have had disparities in health and
healthcare, contend with negative stereotypes, earn less than African American men with
disabilities and Caucasian men and women with disabilities, lack role models, and
experience less success in employment than African American men with disabilities and
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Caucasian men and women with disabilities. Jada believed that advocacy would be a
gateway for employers and service providers to receive the information needed for
successful employment and health care for people with disabilities. Layla also believed
that disability informed employers would alleviate her worries and concerns about losing
her job or other adverse actions. This knowledge for service providers could also prevent
life threatening situations, such as the ones that Layla experienced. Layla indicated that
she had almost lost her life on three different occasions because the doctors in her area
were not knowledgeable about her condition. Considering that medical errors accounts
for thousands of deaths in the U.S. each year (“Hospital,” 2013; “Institute”, 1999;
Roman, 2004), it is reasonable to believe that these near death experiences had an impact
on Layla’s trust in doctors and treatment seeking in her area. Similarly, Monique had bad
experiences and concerns about healthcare professionals which prevented her from
utilizing services that she needed. Like Monique and Layla, many African Americans
have reported dissatisfaction with the quality of care that they received (Becker, &
Newsom, 2003). It is possible that this poorer healthcare quality is due to their race,
gender, or other marginal status as previous research has suggested (Henry J. Kaiser
Family Foundation, 2012; Shi, 1999). A lack of trust, treatment seeking, and utilization
of necessary services could further complicate Layla and Monique’s condition, and could
be detrimental to their health and well-being. To this extent, it is important to find ways
to advocate, enforce policy, and combat the negative healthcare experiences in order to
meet the needs of these participants and those with similar concerns. It is possible that
counselors and other service providers could improve services to this group by fostering
trusting relationships and becoming more knowledgeable about consumers’ healthcare
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experiences. Specific research on improving employer and service providers’ knowledge
of disabilities and relationships with African American women with disabilities including
models for developing trust, dissolving stereotypes and negative attitudes toward African
American women, and disability-specific, diverse population continuing education and
awareness is warranted.
Another concern that participants presented was regarding accessibility and
accommodations. Nosek (2000) suggested that women’s health and well-being can be
compromised by inaccessibility. Participants felt limited by less accommodating and
accessible environments. This limitation was perceived as a barrier to getting around
inside and outside of the home. Two of the participants, Layla and Jada, viewed less
accommodating and accessible environments in the workplace and in the community
unnecessary and potentially more stressful. Layla worried about losing her job or getting
sick due to a less accommodating work environment, and Jada was always concerned
about accessibility in the community before deciding to go places. Monique was more
concerned about her home environment and felt that certain rooms in her home needed to
be more accessible. She mentioned that she was unable to cook the things that she
thought was healthier due to not having full access to the stove, and that she was also
unable to access her bathroom and laundry room which also impeded her independence.
It did not appear that this participant was informed about the technology available to
assist her with daily living. Remaining informed about assistive technology and the
ability to self-advocate is important to consider in this situation and in other
circumstances that this participant (Monique) faced. Perhaps, continual adjustment
interventions and further connections to her ability status may bring about self-advocacy
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skills and improve communication and information resources. These interventions and
connections may allow African American women with disabilities to become more
informed about the rehabilitation process and services available, subsequently dispelling
myths, fostering trust, and improving their overall wellbeing and quality of life.
The issues mentioned highlighted the importance of accessible and
accommodating environments. This is especially significant for African American
women considering that they want to maintain their independence, but also rely on the
community, relatives, and friends that live outside of the home for support. For instance,
participants indicated that it was important for them to become as independent as possible
without the aid of others, but they had to rely on relatives, friends, and community
agencies at times for religious and social connectedness, and to help with, transportation
needs, cleaning, laundry, and other household chores, errands, and purchasing and
prepare healthier foods. Providing an accessible home and community environment, and
teaching participants skills needed to obtain and utilize the services may aid in
strengthening independence and self-reliance while maintaining familial and community
supports. Additionally, if we consider the disparities in health and healthcare among
African American women (Mead et al., 2008), an accessible and accommodating home
and work environment, and access to facilities and services is critical to their livelihood.
Other concerns presented by participants that appeared to be as important as those
previously mentioned were a compromised immune system and disability benefits.
Considering SCI and MS impacts the immune system (Lin, Huang, & Pan, 2015), and the
participants’ less than optimal physical condition including ongoing challenges with pain,
continuing doctor visits, swelling, stiffness, obesity, vision impairments, ambulatory
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issues, chronic UTIs, and migraine headaches, it is not surprising that participants would
have these concerns. The toll of these concerns as expressed by participants can be
disheartening and can have a negative impact on the motivation to participate in
employment and in the community.
Two of the participants, Layla and Monique, expressed concerns about the
vulnerability of their immune system and the fear of losing their disability benefits.
These participants believed that it was necessary for them to be cautious about their
immune system and maintain their disability benefits. Both Layla and Monique stressed
that their immune system was not as strong as others and that they had to be extra
cautious about protecting their health. These perceptions appeared to support the fear and
concern that Layla and Monique had about losing disability benefits. Naturally, a weaker
immune system would validate the increased medical issues, susceptibility to being sick,
doctor visits, and expensive prescriptions that participants reported, necessitating their
disability benefits including dependable health insurance. For these participants
employment and its benefits were not worth the risk of losing their disability benefits,
and like other participants in a previous study (Henry et al., 2006), they were adamant
about not wanting to do anything that might possibly jeopardize their eligibility.
Consequently, these concerns expressed by participants served as barriers to employment,
and a seemingly fuller, more satisfying life.
Jada did not express concerns about her immune system or her disability benefits.
She was employed part time, and discussed the ways in which she was positively
impacted by working including more independence and social participation. She
resolved that life had more to offer other than the disability benefits. Although she shared
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a less than optimal physical condition like the other participants, Jada was the only
participant who was working at the time of the interviews. Conclusions cannot be drawn
as to why this was the case with Jada. However, Jada seemed more motivated during the
interviews about employment as opposed to the other participants. This motivation could
have stemmed from her not wanting to return to the unsafe home environment where she
experienced emotional, physical, and sexual abuse from men in which she had previously
known. It is possible that these experiences of abuse may have made her stronger and
more determined. The other participants had not mentioned any of these issues.
Many African American women depend on disability benefits as a primary source
of income (and health insurance) and those who receive these benefits can experience
psychological, medical, and emotional vulnerability believing that they are unable to
support themselves by working (Olney & Lyle, 2011). These vulnerabilities, along with
social vulnerabilities, resonated in each participant’s interview with specific mentions of
their susceptibility of illness, a less than optimal physical condition, increased doctor
visits, a lack of confidence in themselves, and ill-informed employers and service
providers. This view of suffering psychological, medical, emotional, and social
vulnerability can also be validated in their perceptions of loss of independence, leisure,
and employment. For example, because participants loss their independence, they did not
feel as if they had the option of relying on themselves for the things that they needed as
they had prior to their trauma. This may be more of a concern for African American
women, who tend to be less educated, self-reliant, sole providers of single parent
households with limited means, living in less economically privileged areas. In addition,
participants were unable to come and go as they desired without constant concerns about
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accessibility. These concerns coupled with insecurities, feelings of shame, and
discomfort prevented participants from engaging in leisure and social participation that
they once enjoyed. Finally, the loss of employment left participants confessing less
confidence, and more economical, social, and medical vulnerabilities. Policy makers,
service providers, and employers should consider these vulnerabilities in order to help
reduce the negative impact and improve the overall quality of life for this population.
Considering the medical complications of disabilities and secondary health
conditions, it is imperative that researchers, healthcare professionals and service
providers, and policy makers address the concerns that Monique, Layla, and other
African American women with disabilities have regarding their immune system and their
disability benefits, including their Medicaid and Medicare health insurance. For two of
the unemployed participants, disability benefits appeared to serve as disincentives. By
addressing these concerns, we may be able to alleviate undue fear and vulnerability, and
possibly change the employment outcomes and the course of life for African American
women with disabilities.
Lack of Confidence Surrounding Employment
A lack of confidence emerged in each of the participant’s interviews with
comments such as “I don’t have any confidence...” and “I’m not confident at all...” This
lack of confidence was primarily considered in a comparison of confidence prior to
trauma to their current confidence in the ability to work and to provide for themselves
and their family. Because of the perception of increased medical issues, a susceptibility
to being sick, and having to depend on others, all of the participants were now less
confident in their ability to maintain employment and provide for themselves and their
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family. In addition, worrying about health issues and the inability to perform, combined
with not having a “safety net” or alternative option seemed to further their feelings of
being less confident. For example, Layla’s concerns about being ill resulted in a lack of
confidence that could have been projected onto her potential employer. This lack of
confidence and projection reaffirmed her insecurities about her inability to perform on the
job and maintain employment. These issues that impedes confidence, and ultimately
employment , may be more of a concern for African American women considering that
they are likely to be unmarried and are challenged with race and gender-based
stereotypes that impact how they feel about themselves, perform in the work place, and
respond to life (Lack, 2015).
Confidence is described as “a feeling or belief that one can do something well or
succeed at something; a consciousness of one’s power or reliance on one’s
circumstances” (“Confidence”, n.d.) It is important that African American women with
disabilities have the needed confidence and feel positive about themselves and their
ability to maintain employment. If they do not have confidence and are not positive, this
may show up in their experiences of seeking employment as it did for Layla which
resulted in a negative outcome and negative projections and perceptions regarding
employers. Although Layla believed that it was important to have confidence even when
faced with different daily challenges, and all of the participants believed that confidence
was essential in order to be successful in employment and in the community, this
confidence appeared to be lacking, especially in regard to employment. Implementing
evidence-based programs and interventions that could address their concerns early on,
provide encouragement and support, and increase confidence would be advantageous.
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Scholarly research regarding confidence for African American women with disabilities is
needed.
This lack of confidence for the women in this study appeared to be somewhat
descriptive of concepts of self-efficacy as described by Bandura (1997). Similar to
confidence, self-efficacy is the belief in one’s ability to succeed in a given situation
(Bandura, 1997). Participants’ lack of confidence or weakened self-efficacy can
potentially have a profound impact on employment as it may limit opportunities to
establish necessary personal and professional relationships to be successful. Bandura
describes four sources of self-efficacy that could impact participants’ beliefs in their
abilities and confidence levels: mastery experience, vicarious experiences and social
modeling, verbal persuasion, and emotional arousal. Participants’ self-efficacy could
have been strengthened through vicarious experience and social modeling if they had
access or were exposed to other successfully employed African American women with
disabilities. Providing access to others with similar experiences in social support groups,
employment, and in the community may be used as a gateway to encourage confidence
and strengthen self-efficacy. Participants’ self-efficacy or confidence was weakened by
emotional states of fear, anxiety, worry, and distress, which negatively impacted two of
the participants’ perceived ability to obtain and maintain employment. Although
encouraging, verbal persuasion may not be an ideal source to strengthen employment
self-efficacy for participants and other African American women considering the external
factors of prejudices, discrimination, and other negative assumptions based on
stereotypes. Because African American women have little controlled of these factors
which are significant in employment, unsuccessful efforts can be extremely discouraging,
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and can undermine self-efficacy. Mastery experience appeared to be most influential for
one of the participants (Jada). Mastery experience involves performing a task
successfully, thus strengthening one’s self-efficacy. Jada was the only participant
employed at the time of the interviews. As a result of her employment, Jada expressed
more independence and more confidence in her ability to be self-sufficient in her daily
life as opposed to when she was not working. Jada’s resilient sense of self-efficacy was
strengthened as she persisted in her employment pursuits in spite of the obstacles she
faced. She consequently expressed more confidence in her abilities. This was not the
case for the other participants who were not working. Throughout the interview they
maintained and reaffirmed their lack of confidence in their abilities primarily because of
their physical condition and concerns about their immune system, service providers and
employers, and accessibility issues. Subsequently, these two participants (Layla and
Monique), were unemployed and deemed disability benefits necessary for their
livelihood.
It is reasonable to assume that lacking self-efficacy or confidence reaffirms
insecurities which can promote negative affect, and a negative view of oneself. This in
turn can prevent women from obtaining and maintaining employment, and participating
in meaningful activities, both of which are important to well-being and quality of life.
Lacking confidence is also related to low self-esteem, low self-worth, and depression, a
leading cause of disability worldwide in 2012 according the World Health Organization.
Each of the participants believed that confidence and a positive attitude was necessary for
successful employment and social participation. However, because of their lack of
confidence and weakened self-efficacy, they had a doubtful attitude about their ability to
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work. For example, Monique did not believe that she could work anywhere after having
experienced her trauma and she eventually decided not to pursue employment. Before
Jada was employed, she worried that if she got a job, she would not be able to do it. Layla
also had doubts about being able to perform on the job, and she believed that she would
not be considered for a promotion because of her condition.
Lacking confidence was considered a major obstacle for employment and can be a
threat to the overall goal of economic self-sufficiency and self-reliance for African
American women with disabilities. Motivation and mastery experience appeared to be
the difference maker between the participant who was working and those that were
unemployed. Perhaps providing interventions that strengthens self-efficacy, thus
increasing confidence and motivation may be useful for the unemployed participants.
Although previous research has established that African Americans have a lower
chance of finding successful employment than European Americans, and are less likely to
be placed in noncompetitive employment (Dutta et al., 2008; Olney & Kennedy, 2002),
employment can provide African Americans with an additional income (Olney & Lyle,
2011), a sense of independence, and is considered a way to promote the greatest amount
of economic well-being (Wehman, 2011). Another benefit of employment is that it
enables African American women with disabilities to earn wages that lead to selfsufficiency (Hendricks, 2010). Being self-sufficient was one of the things that
participants took pride in prior to their trauma and it appeared to be a status that they each
wanted to fully reclaim. Having experienced loss, a lack of confidence, and a less than
optimal physical condition and pain, only one of the participants was somewhat confident
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in their ability to become self-sufficient. It was not clearly evident if any of the women
were fully confident.
Loss
Loss was another key experience of participants. Loss is not uncommon for
people with disabilities including those with SCI and those with MS, and has been
reported in relation to employment, mobility, and social functioning (Jong-mi & Dunn,
2013; Julian, Vella, Vollmer, Hadjimichael, & Mohr, 2008; Krause, & Reed, 2011;
Salter, Cutter, Tyry, Marrie, & Vollmer, 2010). The loss experienced by participants in
this study was expressed in terms of independence, leisure and social participation,
relationships, and employment. For these participants, the loss that they experienced can
be linked to their physical condition and pain, lack of confidence, and concerns that they
expressed. Two of the participants discussed losing everything. This can be interpreted
as losing the life that they once knew, and that was normal to them. Most of the
“everything” that they described as lost was in some way tied to their independence.
Although the women in the study admitted losing more than their independence, this
subtheme stood out for all of the participants.
Layla and Jada expressed their loss of independence relative to paralysis.
Monique expressed her loss of independence relative to extreme physical limitations.
This loss of independence meant that they had to depend more on family members and
others for support as opposed to being independent and self-reliant like they were prior to
the trauma. This dependence generated adverse feelings and negatively impacted their
confidence, social participation, leisure, and employment. For example, because
Monique lost her independence and was unable to drive, she did not want to work or go
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to any of the places that she once enjoyed. She felt that the process of doing so was too
much of a hassle. Monique was very disgruntled and believed that because of her
physical condition she was forced, without a choice in the matter, to depend on others.
Layla believed that her physical condition precipitated her loss of independence, and
prohibited her from being as active as she was prior to her trauma. She was not as
confident in her independence or her ability to move around quickly and participate in
leisure as she once had. Jada currently worked part-time, but before she lost her
independence, she had the ability to work a full time and a part time job. After losing her
independence, she was not as confident in her ability to work two jobs. Once she started
working part time, she became more confident in her abilities and independence since she
was able to purchase her own things and interact more with society.
The loss of social participation and leisure was another key description of loss
that participants experienced. Each participant experienced social participation and
leisure less often than she had prior to the trauma primarily because of physical
limitations and reservations about accessibility. Because Monique was not able to stand
and maintain her balance, she stopped doing many of the things that she had once
enjoyed such as fishing and washing her car. Jada believed that she had to question her
environment before she went anywhere and she was always wondering “what if it’s not
accessible”. Thus, in this case, loss of social participation can be recovered by extending
accessibility. Layla highlighted issues of comfort and accessibility as prerequisites to
outside-of-the-home visits indicating that she needed to be comfortable with the
environment and its accessibility. Participants also discussed feeling fear, anxiety,
discomfort, and shame as reasons for participating less or not at all. Jada implied that it
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was dangerous to be in a wheelchair amidst a large crowd of people and that she
subsequently isolated herself from her friends. She was often fearful and anxious about
going out and participating in leisure activities. Monique was also uncomfortable going
outside of her home as she was self-conscious about her appearance. She was insecure
and ashamed of her weight, and allowed those feelings to prevent her from socializing
and going places including church, a place where many people are usually free of shame
and insecurities. For Monique and the other participants, their independence was
connected to social participation, financial means (work, income, benefits), accessibility,
and most importantly, societal attitudes. Improving these areas that are connected to
independence may also improve independence.
Concerns about accessibility, personal insecurities, and feelings of shame and
discomfort discouraged participants from social participation and leisure. These physical
and emotional restrictions served as environmental and attitudinal barriers and were not
uncommon among other women with disabilities. Nosek and Hughes (2003) found that
these types of environmental and attitudinal barriers tend to isolate women with
disabilities from sources of support, employment opportunities, and health promoting
opportunities. For participants in the current study, self-limiting beliefs, attitudes, and
insecurities also served as barriers discouraging them from employment and social
participation and leisure. Secure online social participation specific for women with
disabilities may be important to consider as options to encourage and promote social
participation.
Women who lack social participation may have more stress and a less satisfying
life (Shin & You, 2013), and they may have an increased risk for depression and other
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negative affect (Ahern & Hendryx, 2008; Azar, Ball, Salmon, & Cleland, 2010). Many
women who lack social participation are also likely to be overweight and less physically
fit than women who participate (Gletsu & Tovin, M. 2010). Social participation and
leisure is important for African American women with disabilities as it provides a means
for relationship building and overall physical and emotional well-being (Collins, 1987,
1990; DeFrancisco & Chatham-Carpenter, 2000; Gibbs & Fuery, 1994; Patterson, 2004).
There are other potential ways in which participants could benefit from leisure and social
participation. Participating in a community or family active leisure program would allow
Monique and the other participants to enjoy the company of others while they aim for an
emotionally and physically healthier life. Participation in cooking classes for disabled
women with limited means could also prove useful. This could allow participants to
learn how to use assistive technology and other methods to prepare healthy meals. Social
participation and leisure can also build confidence and give meaning to women with
disabilities. Because of Jada’s employment, she was more confident and motivated about
participating and socializing with others. Helping the other participants build confidence
may help with their motivation, beliefs, and views about employment. Specific
foundational research with regards to African American women with disabilities and
social participation may be helpful in finding ways to improve the rehabilitation
employment outcome and the overall health and well-being of this group.
Social participation and leisure can include engaging in social support networks
which include immediate and extended family, fictive kin, friends, and church members.
African American women validate the experiences, perspectives, and feelings of one
another within social support networks (Eugene, 1995). These experiences can include
155

issues such as racism, sexism, and classism, all of which can have a negative impact on
emotional wellbeing (Hamilton-Mason, Hall, & Everette, 2009). For African American
women with disabilities, engaging in positive social support networks can instill hope,
pride, respect, self-reliance, and self-esteem. These qualities are crucial to the mental
health of African American women and are necessary to survive and thrive in an
oppressive environment (DeFrancisco & Chatham-Carpenter, 2000). Because of these
social support networks African American women can acquire positive self-images and
develop a healthy sense of self (Gibbs & Fuery, 1994).
Because African American women tend to rely on the community, family support,
and religion as opposed to counseling (Hamilton-Mason et al., 2009), service providers
may be able to help this group by normalizing the counseling experience and by
providing training and support in the community and at religious organizations where the
women, family members, and significant others are willing to attend. Therapeutic selfhelp groups may also be an option to aid in coping with the trauma that participants
experienced, and to build communal relationships with other African American women
that may be experiencing similar issues. Since participants voiced shared experiences of
life after trauma such as pain and physical condition, lack of confidence, and loss, it is
reasonable to assume that there are other women with disabilities who share similar
experiences, in addition to other issues. More research is needed to confirm this
suggestion and to further address the impact of these experiences.
The loss of their relationships was particularly distressing for two of the
participants resulting in bitterness, resentment, remorse, and grief. Monique lost her
relationship with her son, and the opportunity to “be his mom” after her trauma. Because
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she was not able to care for or discipline her son after returning home from the hospital,
she was forced to have him placed in a group home. Consequently the relationship was
severed as her son grew bitter about being placed outside of the home. Many women
with disabilities have difficulties with childrearing (“Parenting with a Disability”, 2012)
with no specific programs or interventions to ensure support. This may be more of a
concern for African American women, who are sole providers of single parent
households and take pride in relying on oneself to provide for their family. Access to
effective programs that also included other parents with disabilities may have helped
Monique maintain her relationship and parenting responsibilities. The programs could
also provide support for the children and other family members impacted by the trauma.
Similar programs may have also been beneficial for Layla and her girlfriend. Layla’s
relationship with her girlfriend dissolved after moving to a different state where Layla’s
mother resided. Layla believed that she and her partner would not have separated if she
had not experienced her trauma. It is possible that Layla’s homosexual status in a deep
southern “bible belt” state that is less accepting of homosexuality could have an impact
on her relationship success as well as her employment success, and overall well-being.
This aspect of sexuality and its impact on employment success may need to be
investigated further as this has not been highlighted in previous literature. Engaging in
support groups with others with similar experiences could aid in coping and the
preservation of future relationships. Jada did not report the loss of any relationships as a
result of being shot, but her relationship with her son’s father, who was also shot by
Jada’s ex-boyfriend, dissolved when her son’s father stopped going to counseling and
engaged in unhealthy coping behaviors such as alcohol and substance abuse. Jada’s
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relationship with her own father was always estranged because of his substance abuse
and abusive behaviors toward her and her family. Access to effective interventions and
support groups or family counseling may have been beneficial for all of the participants
and their families.
Positive social support has been a long standing coping strategy for African
American women (Lincoln, Chatters, & Taylor, 2005). One of the participants
(Monique) relied heavily on her sister and other family members for support in meeting
some of her most basic needs such as changing her diaper and giving her a bath since she
was not able to receive this support consistently with service providers. Jada and Layla
relied on family members as well to maintain household duties and other responsibilities
as needed, but on a less common basis. Additionally, positive social support could help
participants cope with the life adjustments and the varying degrees of emotions following
their loss. Culturally, many African American women depend on supportive
relationships to help cope with external and internal adversities in life. This positive
social support can act as a safeguard against health disparities, trauma-related
psychopathology, and other unhealthy coping methods such as substance abuse (Lincoln
et al., 2005; Ozbay et al., 2007; Southwick, Vythilingam, & Charney, 2005; Uchino,
2006; Umberson & Montez, 2010). Because we cannot exist in this world on our own,
and life tends to be fuller with relationships, providing support and the skills needed to
maintain relationships is important and would be beneficial for African American women
with disabilities. A lack of supportive relationships could hinder their progress and
motivation of reaching their goals.
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Job loss was another key description of loss among participants. This type of
loss, like other descriptions previously discussed was due to factors specific to the
participants’ physical, attitudinal, and environmental conditions. Although each of the
women desired to return to work at some point following the trauma, none of the
participants believed that they would be physically able to return to their previous place
of employment and perform their job duties. For Monique, her perception of her physical
condition, including mobility related symptoms, and limited financial means led her to
believe that it was not possible for her to obtain or maintain employment or live
independently. Following Layla’s job loss, she searched for employment opportunities in
her new state of residence, but ran into issues of accessibility. Layla had since worked
following her trauma, but reported losing her job because of transportation issues. She
also became concerned about losing her disability benefits and concluded that with her
physical condition, need for medical care, high cost of prescriptions, and lack of viable
well-paying jobs, returning to work was not worth the effort or risk involved. Assisting
African America women to positively view their abilities and to advocate for their needs
and services may allow them to maintain a greater level of independence and succeed at
returning to work following their trauma. Although Jada’s health, attitude, and
confidence in her employment abilities fluctuated at times, she persisted in her efforts to
become employed. She was not able to return to her previous position, but she was able
to secure part-time employment elsewhere. However, she believed that the only reason
she was able to secure her current employment was because it was an organization for
people with disabilities. This highlights the importance of providing support and funding
to organizations who address the needs of people with disabilities. This organization
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provided employment for Jada as she provided services to help others with disabilities
achieve their independence.
Many African American women who are likely to be primary caregivers,
unmarried, living in persistent poverty (Keith & Brown, 2010; U.S. Census Bureau,
2005) and confronted with race, class, and gender oppressions (West, 2002) could profit
from the many benefits of employment such as financial independence, identity, social
status, purpose, and social support (Egerter, Dekker, An, Grossman-Kahn, & Braveman,
2008; Schonherr, Groothoff, Mulder, & Eisma, 2005). Although African American
women are one of the hardest working groups in the U.S. (Holder, 2013), many of them
have had experiences of unemployment and underemployment that was relatively high
compared to women of other races (Bowie & Kenney, 2013). Jada and Monique worked
a fulltime and part time job prior to their trauma, and Layla worked full time.
Following the trauma, only one of the three women were working part time.
Egerter et al. (2008) suggested that unemployment can lead to economic and social
disadvantage with fewer opportunities and resources for better health. Hence, returning
to work would likely increase financial independence, confidence, and socialization for
the nonworking participants as Jada reported. I would assume that with the proper
support and a shift in attitudes, each of these women could return to their previous
employment status and live with better economic, health, and social opportunities.
However, additional consideration should be given to conditions of employment in their
current state of residence.
Although none of the participants indicated that their race or gender interfered
with their employment or a lack thereof, this does not negate that these factors may have
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had some bearing on their outcomes. Racism or other prejudices are not always obvious
or forthright. In addition, African American women who have experienced excessive
racism and sexism, may allow those acts to become normal and they may not recognize
its presence or its impact on health, employment, or social participation. Evidence-based
research on relative supports such as job coaching and professional and social
relationship mentoring programs specific for African American women with disability
and trauma experiences that address the intersection of race, gender, and able-ism would
be beneficial for rehabilitation professionals and African American women who
experience these issues. It is possible that these programs would allow participants to
connect, identify and combat such intersections, and build enriching communal
relationships with others who have or has had similar experiences. To date there was not
any research or evidence of any existing programs for African American women with
disabilities and trauma experiences or any other group.
A New Perspective in Terms of Attitude
As a result of the trauma, each participant faced individual challenges and
difficulties. Consequently, they expressed positive and negative changes in their attitude,
and to each individual standard, they all embraced a new way of viewing life. The
positive views included a greater appreciation for life and family, as well as showing
more grace and compassion toward others. The negative views were identified as feeling
more distrustful of others, feeling cheated out of life, and feeling trapped with no way to
exit. Two of the participants (Jada and Layla) appeared to have embraced life after their
trauma. These participants were more positive, and seemed have made the decision to
put their lives back together and move forward. The other participant (Monique) was not
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as positive, and seemed less content and had a more difficult time adjusting and moving
forward. Conclusions cannot be drawn as to why this was the case, but it is possible that
age, education level, secondary conditions, and years post trauma may be factors.
Monique was ten years older and reported more secondary conditions than the other
participants. She also had less education than the other participants and more years post
trauma. At the time of the interviews Monique had 14 years post trauma; Jada had 11
years post trauma; and Layla had 7 years post trauma. Specific research regarding
perceptions of factors that impact adjustment after trauma for this group may be useful.
Optimism and gratitude is a well-known coping strategy for African Americans.
For example, in a study of African American college students, individuals who were
optimistic reported less perceived stress or global stress compared to less optimistic
students (Baldwin, Chambliss, & Towler, 2003). In the current study, it is possible that
the gratitude and positive viewpoints that participants expressed was considered as ways
of coping with what they had experienced. All of the participants expressed gratitude for
their lives and toward their families. Layla and Jada also expressed gratitude toward their
present abilities. Layla indicated that she was grateful that her life and capabilities were
as good as they were, because she had witnessed other people’s situations that were a lot
worse than hers. It is reasonable to believe that when African American women live
through experiences beyond their control, or when faced with adversity, reframing their
experience to one of optimism and gratitude (for what they still have, and not dwelling on
negative aspects, and what they do not have) can make living with the adversity easier.
This strategy of reframing is also known as cognitive reappraisal, and has been found in
laboratory studies of emotional regulation and concluded that people who engaged in
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cognitive reappraisal, experienced less negative emotions, and tended to be more positive
(Gross, 1998). More research on the role of optimism and gratitude as coping
mechanisms of African American women is needed to help clarify its impact.
Conclusions
One of the primary findings in this study was the need to address the challenges
of pain and physical condition of African American women with disabilities. Challenges
of the physical condition and pain reported by participants were perceived as barriers to
employment and a fuller, more enjoyable life, and subsequently had a negative impact on
their quality of life. The participants’ physical condition and pain led to increased doctor
visits and high prescription costs which raised concerns about disability benefits for two
of the participants, and negatively impacted all of the women’s confidence in their ability
to provide for themselves and their families. The participants’ physical condition and
pain also precipitated their loss of independence, social participation and leisure, and
employment. Although these issues may not necessarily be considered as new insights,
they are especially significant for African American women since a high number of
Africa American women are the primary providers of single parent homes and have
elevated medical morbidity. Finding ways to manage and improve their physical
condition and pain may help participants and others with a less than optimal physical
condition and pain improve their general health and well-being and overall quality of life.
Obtaining appropriate, accessible, and trustworthy healthcare is important and
necessary in order to improve a poorer physical condition and pain, but African American
women with disabilities are not always afforded this option. A practical solution to
managing an unfavorable physical condition and pain is to develop trustworthy
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relationships, in which women are able to work closely with healthcare providers who
understand their unique needs. Additional research may be needed in order to establish
what constitutes a trustworthy relationship and how service providers and employers can
incorporate those qualities, ideals, and skills into their practices. However, I would
assume that a good start to cultivating this type of relationship is for employers and
service providers to ensure an accommodating and accessible environment for women
with disabilities. Less accessible and accommodating environments can be perceived as
barriers to getting around inside and outside of the home, and can subsequently impact
health, healthcare, confidence, employment, social participation, and leisure. In addition,
implementing supportive programs and interventions that promote necessary lifestyle
changes such as positive thinking, reducing stress, healthy eating habits, exercising, and
attending regular doctor visits with professionals familiar with treating women with
disabilities may prove useful.
Because African American women have poorer health outcomes, and mortality
and morbidity rates remain higher than most other racial ethic groups (U.S. Department
of Health and Human Services, Office on Women’s Health, 2012), access to evidencebased health specific prevention programs and interventions to assist African American
women with disabilities with the confidence and support needed to engage in a healthier,
fuller lifestyle may change their future permanently. Culturally sensitive interventions
should be established for African American women with disabilities and other women of
diverse backgrounds in order to create successful change in their well-being and in the
communities in which they live (Nosek, 2000). Continuing to utilize cultural strengths
such as familial and community supports (Hamilton-Mason et al., 2009) may be
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beneficial for African American women with disabilities. However, African American
women with disabilities should be open to try a variety of treatments and techniques to
help improve their condition and hence their quality of life.
Other important findings in this study suggest a need for improved
communication and the need for African American women with disabilities to become
more informed about the rehabilitation process and services available in order to dispel
myths, foster trust, and improve their overall wellbeing and quality of life. This finding
was not apparent in previous literature. It is reasonable to believe that if participants are
more connected with their status as disabled, including acquiring information, sources of
support, and available services and technology, they may have a more successful
rehabilitation process which may extend to other aspects of their lives. Considering the
historical issues relative to trust and society’s negative perceptions of African American
women, future research addressing this need of improved communication and
information may prove useful for this group. Developing trusting and inviting
relationships that include demonstrated visible interest in African American women with
disabilities in research, communities, media, employment, education, and service
provision may prove useful for this group. In other words make the information visible,
available, and accessible.
The need for disability related knowledge and training among employers and
service providers were also suggested. A lack of disability related knowledge and
training among employers and other service providers can compromise the health and
well-being of women with disabilities (Nosek, 2000). More education and training for
service providers may aid in fostering trusting relationships among African American
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women with disabilities and service providers and consequently improve care. For
participants in this study, this lack of disability related knowledge and training included
seemingly simple issues regarding misinformation, accessibility, and accommodations as
well as more complicated issues such as appropriate healthcare provision for disabled
individuals. These issues could be as a result of them living in one of the poorest states
in the U.S., and may not exist in more well developed and diverse states. A larger, more
representative study that includes participants from other states is needed to clarify this
notion.
Misinformation and unfamiliarity with people with disabilities can result in
prejudice, negative assumptions, and adherence to stereotypes. These judgments can
result in a lack of trust, confidence, and can influence continued oppressive existences for
women with disabilities. If there is a lack trust, and lack of confidence in employers or
service providers’ ability to provide necessary services (i.e. appropriate healthcare,
accommodations, accessible environments), women may choose not utilize services or
participate. This could further complicate the women’s condition, and this could be
detrimental to their health and economic well-being. These findings could be addressed
by providing education and information to students, employers, service providers, and
communities, and empowering the women with disabilities with the knowledge that they
need to advocate for themselves, and make informed decisions.
Additional findings in this study highlight the importance of social participation
and leisure and the need for continued social support. Social participation and leisure is
important for African American women with disabilities as it provides a means for
relationship building and overall physical and emotional well-being (Collins, 1987, 1990;
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DeFrancisco & Chatham-Carpenter, 2000; Gibbs & Fuery, 1994; Patterson, 2004).
Although this acknowledgment has been deemed as important in previous literature,
specific research is needed to explore how social participation can be extended to African
American women with disabilities. Social participation and leisure were viewed as forms
of social support that participants desired. However, attitudinal and environmental
barriers, as well as self-limiting beliefs, attitudes, and insecurities hindered participants
from these supports. Perhaps, future studies should encompass evidence-based
interventions of social support surrounding social participation and leisure including
barriers and facilitators. This may be necessary to improve health and well-being of this
group. Concerns about accessibility, personal insecurities, and feelings of shame and
discomfort served as barriers and discouraged participants from social participation and
leisure. Social support can serve as a coping mechanism to help women address issues
such as insecurities and discouragement. In addition, social support could possibly
preserve existing relationships and foster new relationships necessary for continued
growth, successful employment outcomes, and social participation. Access to peer
support or therapeutic support professionals early on to address potential concerns, loss,
and a lack of confidence may be useful in helping women overcome challenging issues.
Positive social support may also help participants recognize and combat issues specific to
African American women such as racism, sexism, and classism, all of which can have a
negative impact on physical, emotional, and economic wellbeing. Because they made no
mention of it, it is not clear if participants were aware of the intersection that these
prejudices may have had on their healthcare and employment difficulties. Participants
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were mainly focused on their ability status as this appeared to be the most apparent
subject matter at the time.
The available research suggests that if given the proper accommodations,
services, and support, many people with disabilities could fulfill their desire to work
successfully and lead a healthy, fulfilling life (Kennedy et al., 2003; O’Day, 1999;
Stapleton, 2007). With all things considered, it would be in our best interest as a society
to do our part to make this possible. Ensuring necessary supports, including
knowledgeable employers and service providers, allow African American women with
disabilities to maintain good health which may minimize loss and concerns, increase
confidence, and encourage social participation leisure, employment, good overall health,
and wellbeing. Failing to address these existing experiences may result in continued
disproportionately harsh economic and health consequences for African American
women with disabilities including a lack of opportunity for financial stability, selfsufficiency, and sustainment of mental and physical health, and overall high quality of
life.
Limitations
Several limitations should be considered in this study, most of which is centered
on generalizability. One major limitation common to qualitative research inquiries is the
small sample size and inability to generalize to larger populations. However, being able
to generalize findings is not the intent of qualitative research. In case studies, the
researcher develops naturalistic generalizations, generalizations that can be learned from
a case either for themselves or for application to other cases (Creswell, 1998). With that
being said, it is worth mentioning that the sample of participants in this study is limited to
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one geographic location in the Southeastern part of the United States. Further, the study
depended on the truthfulness of the participants and the use of self-report measures.
Participants may have been limited in their ability to accurately respond in an honest and
forthright manner for a number of reasons including pride, feeling the need to show
strength and impress the researcher, no relationship with the researcher (which may have
impeded trust), and for fear of judgment or shame. In addition, the inability to produce
documents and photos surrounding the trauma served as another limitation. Documents
and photos might have helped to verify the details of the information presented and
possibly increase insight. After one denied request, and two attempts to obtain the
documents and photos from each participant, it was resolved that those items would not
be included in the study. To deal with these limitations, the researcher made additional
efforts to try to ensure participant transparency and honesty and that accurate information
was presented. This was achieved by (re)asking questions and reviewing interview
responses with participants throughout the interview process. In addition, they were
allowed to decide when they wanted to schedule the interviews in order to ensure that
they were genuinely willing and prepared to offer data freely. Rapport with participants
in the early moments was accomplished and participants were informed that there was no
right or wrong answers; and that they could be honest and forthright. Participants were
also informed that participation was strictly voluntary and that they can unconditionally
withdraw from the study at any point. Finally, the potential for researcher bias should be
considered as a limitation (Patton, 2002) in view of the fact that the researcher is an
African American woman studying African American women. To limit bias, the
researcher consulted with experienced mentors and dissertation committee members for
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expert advice as the study progressed. The aforementioned limitations will be considered
proactively considered in future research.
Recommendations for Future Studies
Although there were significant findings and insight, repeating this study with a
larger more diverse sample size may prove useful. A greater number of participants with
diverse backgrounds (i.e. education, socioeconomic status, residence, types of trauma,
disability, etc.) may offer additional insights and perspectives. Specific within group
comparisons of responses by age, race, gender, education, years post trauma, and other
demographics may better highlight specific needs of each population. Future studies may
also include an assessment of individual motivation levels, and the role of motivation in
employment outcome. Likewise, additional research may be needed in order to establish
what constitutes a trustworthy relationship and how service providers and employers can
incorporate those qualities, ideals, and skills into their practices. Intervention research
that considers suggestions presented throughout the discussion such as establishing
evidence-based interventions of social support surrounding social participation and
leisure including barriers and facilitators may also prove useful. Providing more
evidence based research on programs and supports can be used to further contribute to
this area of study.
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April 12, 2013
Gwen Tyson
Counseling and Educational
Psychology Mail Stop 9727
RE: HRPP Study #13-063: The Impact of Trauma on Vocational Rehabilitation Employment
Outcomes for African American Female Vocational Rehabilitation Clients
Dear Ms. Tyson:
This email serves as official documentation that the above referenced project was reviewed
and approved via expedited review for a period of 4/12/2013 through 3/15/2014 in accordance
with 45 CFR
46.110 #7. Please note the expiration date for approval of this project is 3/15/2014. If
additional time is needed to complete the project, you will need to submit a Continuing Review
Request form 30 days prior to the date of expiration. Any modifications made to this project
must be submitted for approval prior to implementation. Forms for both Continuing Review
and Modifications are located on our website at
http://www.orc.msstate.edu/humansubjects/forms/.
Any failure to adhere to the approved protocol could result in suspension or termination of
your project. Please note that the HRPP reserves the right, at any time, to observe you and
any associated researchers as they conduct the project and audit research records
associated with this project.
Please note that the MSU HRPP is in the process of seeking accreditation for our
human subjects protection program. As a result of these efforts, you will likely notice
many changes in the HRPP's policies and procedures in the coming months. These
changes will be posted online at http://www.orc.msstate.edu/humansubjects/faqs/. The
first of these changes is the implementation of an approval stamp for consent forms.
The approval stamp will assist in ensuring the HRPP approved version of the consent
form is used in the actual conduct of research. Your stamped consent form will be
attached in a separate email. You must use copies of the stamped consent form for
obtaining consent from participants.
Please refer to your docket number (#13-063) when contacting our office regarding this
project.
We wish you the very best of luck in your research and look forward to working with you again.
If you have questions or concerns, please contact Christine Williams at
cwilliams@research.msstate.edu or call 662-325-5220. In addition, we would greatly
appreciate your feedback on the HRPP approval
process. Please take a few minutes to complete our survey at
http://www.surveymonkey.com/s/YZC7QQD.
Sincerely,
Christine Williams,
MPPA, CIP IRB
Compliance
Administrator
cc: Daniel Wong (advisor)
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Mississippi State University
Informed Consent Form for Participation in Research
Title of Research Study: The Impact of Trauma on Vocational Rehabilitation
Employment Outcomes for African American Female Vocational Rehabilitation Clients
Study Site: Mississippi State University
Researchers: Gwendolyn Tyson, MS, LPC, Doctoral Candidate, Mississippi State
University
Purpose
The purpose of this research is to explore how experiences of trauma (from natural
disasters, accidents, violence, abuse, death, and life stress) affect the rehabilitation
employment outcome for African American women. Another major purpose of this study
is to add to the limited body of literature and assist professionals, educators, employers,
and the community at large in better understanding vocational rehabilitation service
needs of African American women including those that have experienced trauma.
Specifically, I would like to provide information that can help improve the system and
services for this specific group including employment, education and training, community
awareness, and supports. Other aims of the study are to inform and expand vocational
rehabilitation awareness of the needs of this population; improve access, obviate
marginalization, improve collaboration, and to rectify stereotypes.
Procedures
Participation in this study involves filling out a demographic data sheet which includes
questions about your age, education, employment status, income range, type of
disability, secondary disability, health status, marital status, race, geographic location,
vocational rehabilitation experiences, closure status, and trauma experiences. In
addition, you will be asked to participate in three audio recorded in-depth semistructured individual interviews about your personal trauma experiences, and past and
current vocational rehabilitation experiences. The initial interview could last from one
hour to one and one half hours and will be audio recorded. At least forty-five minutes
will be allotted for the two follow up interviews; and they will be audio recorded as well.
Risks or Discomforts
There are minimal risks involved in participating in this study. There is the potential for
minimal psychological risk in that the interviews explore personal trauma experiences
and past and current vocational rehabilitation experiences. This may involve some
emotional discomfort as participants may recall some potentially upsetting memories. If
you experience any emotional discomfort, you may stop the interview and/or withdraw
from the study. If you wish to explore your reactions or any emotional discomfort, you
are encouraged to contact your private therapist or ask for a referral. Participants will be
responsible for any costs incurred for their therapy.
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Benefits
The potential benefits of this study are to add to the growing body of literature regarding
vocational rehabilitation outcome disparities of African American women. The results of
this study have the potential to provide some insight about how trauma experienced by
African American women affect employability and rehabilitation outcomes and how to
best meet the needs of this population in the rehabilitation process. This study may
serve beneficial for those that have experienced trauma, in that they have an opportunity
to share their story and be heard. In addition the results from the study may provide
information for improved rehabilitation interventions for African American women and
information that may help to ameliorate possible negative experiences related to working
with African American women trauma survivors.
Incentive to participate
No incentives provided
Confidentiality
The interviews will be audio taped, with the participants’ permission, and transcribed
using pseudonyms to protect their identity and enhance confidentiality. No identifying
information will be on transcripts; and the researcher and four dissertation committee
members will be the only people that will have access to information that can identify
participants. The data will be stored on a jump drive that will be locked in the Primary
investigator’s office in 526 Allen Hall on MSU campus when not in use. Signed consents
will also be stored in the locked office in 526 Allen Hall on campus. All data collection
materials including audio tapes, field notes, transcriptions, and other documents will be
destroyed within five years after completion of the study (or publication, whichever
comes later). The materials will be shredded and erased at that time. Six to eight
participants will be solicited to participate in this study. Confidentiality will be explained
to all participants involved in the study. All participants will be asked to keep all
information presented in their individual interviews confidential. The Primary Investigator
will do everything possible to maintain confidentiality.
Please note that these records will be held by a state entity and therefore are subject to
disclosure if required by law. Research information may be shared with the MSU
Institutional Review Board (IRB) and the Office for Human Research Protections
(OHRP).
Questions
If you have any questions about this research project, please feel free to contact Gwen
Tyson at 252-327-0407 or gdt40@msstate.edu or Faculty Advisor: Daniel Wong at 662325-7928 or dwong@colled.msstate.edu.
For questions regarding your rights as a research participant, or to express concerns or
complaints, please feel free to contact the MSU Regulatory Compliance Office by phone
at 662-325-3994, by e-mail at irb@research.msstate.edu, or on the web at
http://orc.msstate.edu/participant/.
MSU has not provided for any payment to you or for your treatment if you are harmed as
a result of taking part in this study.
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Voluntary Participation
Please understand that your participation is voluntary. Your refusal to participate
will involve no penalty or loss of benefits to which you are otherwise entitled. You
may discontinue your participation at any time without penalty or loss of benefits.
Options for Participation
Please initial your choice for the options below:
___The researchers may contact me again to participate in future research activities.
___The researchers may NOT contact me again regarding future research.
Please take all the time you need to read through this document and decide
whether you would like to participate in this research study.
If you agree to participate in this research study, please sign below. You will be given a
copy of this form for your records.
________________________________
Participant Signature

__________
Date

_______________________________
Investigator Signature

__________
Date
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African American Women with Disabilities to Participate in a Research Study
Title of Research Study: The Impact of Trauma on Vocational Rehabilitation
Employment Outcomes for African American Female Vocational Rehabilitation Clients
Researcher: Gwendolyn Tyson, MS, LPC, Doctoral Candidate, Mississippi State
University
You are eligible to participate if you:
 Have any past or current experiences relating to natural disasters, accidents,
violence, abuse, death, and life stress, disability, or other overwhelming
experiences that you are willing to talk about;
 Are at least 18 years of age;
 Self-identify as African American;
 Have a history as a client with MDRS receiving or who has received vocation
rehabilitation services of any type
Participation involves:
 Completing a confidential demographic data sheet
 Completing three confidential individual interviews
If you are interested in participating, or for more information, please feel free to contact
Gwen Tyson at 662-325-7909 or gdt40@msstate.edu. Confidentiality will be strictly
maintained.
Gwendolyn Tyson, MS, LPC
Doctoral Candidate
526 Allen Hall Mail
Mississippi State, MS 39762
662-325-7909 gdt40@msstate.edu

Daniel Wong,
Major Advisor
508-D Allen Hall
Mississippi State, MS 39762
662-325-7928
dwong@colled.msstate.edu

203

Agency Recruitment Letter (email)
Hello, my name is Gwen Tyson, and I am a doctoral candidate from Mississippi State
University. For my doctoral research, I am conducting a qualitative study to explore how
experiences of trauma (from natural disasters, accidents, violence, abuse, disability,
death, and life stress, etc.) impacts vocational rehabilitation employment outcomes for
African American women and I need your help in soliciting participants. Compared to
non-disabled women, women with disabilities have an elevated risk of trauma;
experience an increased severity of violence (i.e. multiple forms of violence and longer
duration of violence); and experience various forms of abuse specific to persons with
disabilities (i.e. deliberate sabotage to AT devices). Effects of these experiences of
violence, abuse, and trauma can impact independent living goals and employment
success. Exploring how these experiences impact vocational rehabilitation employment
outcome for this population may serve beneficial for those that have experienced trauma,
in addition to professionals working with them; it may also fill a significant gap in the
literature.
Your assistance is greatly desired. I am requesting that your agency identify and inform
potential African American women who meet the study’s selection criteria and who may
be interested in becoming a volunteer participant in the study. Please have participants
contact me using the information below (also on the flyer).
Selection criteria
I would like to recruit African American women with disabilities who have any past or
current experiences relating to natural disasters, accidents, violence, abuse, death, life
stress, or any other overwhelming experiences that she is willing to talk about. Potential
volunteers are eligible to participate if they are a) are at least 18 years of age; b) selfidentify as African American; and c) have a history with vocational rehabilitation.
African American women participation involves: a) completing a confidential
demographic data sheet; and b) completing three confidential individual interviews at a
place and time that is convenient for the participant. The demographic data sheet may
take up to 15 minutes to fill out. The initial interview could last from one hour to one and
one half hours and will be audio recorded. At least forty-five minutes will be allotted for
the two follow up interviews; and they will be audio recorded as well. The information
that is shared will be kept confidential and no identifying personal information will
appear in the write up of the study. This study is approved by the Institution Review
Board for the protection of Human Subjects (IRB) at Mississippi State University.
Thank you in advance for your assistance in the success of this important study. If
you have questions or need more information, please contact:
Gwendolyn Tyson, MS, LPC, Doctoral Candidate
526 Allen Hall Mail
Mississippi State, MS 39762
662-325-7909 gdt40@msstate.edu
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Script for Telephone Screening of Potential Participants
Hello, my name is Gwen Tyson, and I am a doctoral candidate from Mississippi State
University. I am calling because you responded to my request for individuals who might
be interested in participating in a research study that discusses how trauma impacts
vocational rehabilitation employment outcomes for African American women. You must
answer TRUE to the following statements in order to be chosen to participate:





I have some past or current experiences past or current experiences relating to
natural disasters, accidents, violence, abuse, life stress, death, or any other
overwhelming experiences that I am willing to talk about;
I am at least 18 years of age;
I Self-identify as African American;
I have a history with vocational rehabilitation

If you answered true to all of the statements and are still interested I would like to tell you
more about the study and see if you have any questions. Your participation would
involve completing a brief demographic data sheet and three interviews at a place and
time that is convenient for you. The demographic data sheet may take up to 15 minutes
to fill out. The initial interview could last from one hour to one and one half hours and
will be audio recorded. At least forty-five minutes will be allotted for the two follow up
interviews; and they will be audio recorded as well. The information that you share will
be kept confidential and no identifying personal information will appear in the write up of
the study.
Do you have any questions at this point?
(Respond to any questions.)
If not interested: thank them for their time and say goodbye.
If interested: set a date and time and say “thank you for your willingness to participate in
my study. I look forward to meeting with you on (scheduled date)”.
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Initial Interview Protocol/Guide
Hello thank you for agreeing to meet with me. START RECORDER
This interview is scheduled in order to help me gain insight and obtain information about
how experiences of trauma impact the rehabilitation employment outcome for African
American women. As an African American female with trauma experiences and
vocational rehabilitation experiences, I believe that you are best suited to help me to gain
the insight that I need to complete this study. This interview may last from 60-90
minutes and will be audio recorded. You may refuse to answer any questions and/or
withdraw from the study at any time. Do you have any questions before we begin? I
have listed a few questions below:

Warm up question: Tell me a little about your current (or previous if unemployed)
employment.

1. Trauma may mean different things to different people. It can result from
experiences of violence, physical, sexual and institutional abuse, neglect,
intergenerational trauma, and disasters. For the purpose of this study trauma
will refer to negative events that cause distress. Can you tell me about your
experiences of trauma (from natural disasters, accidents, violence, abuse,
disability, death, and life stress, etc.)?
2. How did experiences of trauma (from natural disasters, accidents, violence,
abuse, disability, death, and life stress) affect your employment or VR process?
a. How was your closure status impacted as a result of an experience of trauma
(from natural disasters, accidents, violence, abuse, disability, death, and life
stress)?
b. How has an experience of trauma (from natural disasters, accidents, violence,
abuse, disability, death, and life stress) impacted the duration of your VR
process?
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c. How has experiences of trauma (from natural disasters, accidents, violence,
abuse, disability, death, and life stress) impacted the length of time that you have
remained rehabilitated?
3. What impact did experiences of trauma (from natural disasters, accidents,
violence, abuse, disability, death, and life stress) have on your life physically,
emotionally, and socially;
4. Have you ever lost a job (or any other opportunity such as an interview,
networking social, or meeting) as a result of your experiences of trauma (from
natural disasters, accidents, violence, abuse, disability, death, and life stress);
please explain.
5. Do you have photos or documents that you would like to share that would help
tell me about your experiences?
6. Is there anything else that you would like to add?
7. If there are further thoughts: include and thank participant again for
participating in this study. Schedule next interview.
8. If there are no further thoughts and the researcher insights and clarification
needs have been satisfied: Thank participant again for participating in this study.
Schedule next interview.
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Second Interview Protocol/Guide
Hello thank you for agreeing to meet with me again.
This interview is scheduled in order for the researcher to obtain further clarification
and insight from the initial analysis of data.
1. I have listed a few items for further clarification and/or insight. Please
elaborate or give further insight of the listed items: (will be listed prior to the
interview).

2. Is there anything that you may have thought about since we last met that you
would like to add?

3. If there are further thoughts: I will include your additional thoughts in the data
analysis. Your input and verification of the data means a lot to the credibility of
this study. The analysis will continue and the third interview will be scheduled
upon completion in order for me to obtain any further clarification and so that you
can review the completed transcripts of data analysis. Thanks again for your
participation in this study.

4. If there are no further thoughts and the researcher insights and clarification
needs have been satisfied: Thanks again for your participation. Your input and
verification of the data means a lot to the credibility of this study. The analysis
will continue and the third interview will be scheduled upon completion of the
analysis in order for me to obtain any further clarification and so that you can
review the completed transcripts of data analysis.
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Third Interview Protocol/Guide
Hello, thank you for agreeing to meet with me again.
This interview is scheduled so that you can review the transcripts of data analysis.
1. Please review the transcripts of data analysis.
2. Is the information presented in the transcripts of data analysis accurate?
3. Please describe or indicate any inaccuracies and respond with precise
clarification.

4. Are there any other concerns?

5. If there are concerns or inaccuracies: Address concerns, and then thanks again
for your participation in this study. Your verification of the data analysis means a
lot to the credibility of this study. I will re analyze the specific inaccuracies and
contact you for another accuracy check.
6. If there are no concerns or inaccuracies: Thanks again for your participation.
A copy of the study will be available to you upon completion.
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Demographic Data Sheet
1. a. Pseudonym

b. Race:

c. Age:

d. Primary disability:
e. Secondary disability/ secondary condition (s):
f. Education level: Circe all that apply
Less than GED or HS diploma
GED
HS graduate
Certificate
Associates degree
Bachelors degree
Masters degree
Doctorate degree
g. Years in high school:

h. Years of college

i. Marital status: married

separated

divorced

unmarried

j. Health Status:
2. Community Type

Poor
Urban

Good
rural

Excellent
suburban

a. Head of household

Yes

b. With whom do you live?

No

alone
spouse
children
friend
other:

relative

c. Number of children ____
d. Number of dependents other than children______
3. Are you currently employed? ____yes or _____no
a. If yes, where? _____________
b. If yes, how long ____ years _____months ______ weeks
_______days
c. If no, have you ever been employed? ____yes _____no
d. How long did you work at your last job?
4. What is your current monthly income amount? (do not include household
income)
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a. Less than $1000
b. $1001-$3000
c. $3001-$5000
d. $5001-$7000
e. $7001 or more
5. Closure status:
a. Status 26 closed successfully rehabilitated
b. Status 28 or 30 closed as not rehabilitated
6. Duration of VR process
7. Length of time rehabilitated
8. VR Services used:

9. Trauma:
a. Type(s) of trauma experienced
b. Frequency & Duration of the occurrences: one time event or
reoccurring
c. Date(s) trauma last experienced
d. Is trauma experienced ongoing?
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